of the AMERICAN 
OSTEOPATHIC ASSOCIATION 


Surgery of female pelvis 
Hospital Supplement 


New (2nd) Edition — Leopold’s 


PHYSICAL 


Here is a beautifully integrated picture of successful diag- 
nosis as it develops and ultimately emerges from the inter- 
pretation the examiner places upon all his findings. The 
“how-to-do-it” is all here as well as the understanding of 
underlying physiologic and pathologic disturbances. The 
author discusses head-to-toe examination with timely advice 
on the basic methods of physical diagnosis (inspection, per- 
cussion, palpation and auscultation) plus latest principles of 
acoustic and x-ray interpretation. 


For both student and family physician, this is a book over- 
flowing with those hints and helps of physical examination 
that make a competent bedside clinician. 


USE HANDY SAUNDERS ORDER FORM ON PAGE 102 


DIAGNOSIS 


Features of the New (2nd) Edition: 


® Brand new chapter on Pediatric Examination. 

® Considerable amplification of History Taking. 

® Chapter on Psychiatric Survey completely rewritten. 

® Chapter on Neurologic Examination expanded. 

® Electrocardiograms and phonocardiograms added for the 
first time in sections on Examination of Heart. 

® 171 new illustrations have been added. In musculoskeletal 
section alone, 40 new drawings appear. 


By SIMON S. LEOPOLD, M.D., Professor of Clinical Medicine, School of 
Medicine and Graduate School of Medicine, University of Pennsylvania; Chief 
of the Thoracic Clinic, Hospital of the University of Pennsylvania. 537 pages, 
6”x9’, with 389 illustrations, 25 in color. $9.00. New (2nd) Edition—Just Ready 
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in arthritis, BUF FERLN. because... 


...in the majority of your arthritic cases BUFFERIN alone can safely 
and effectively provide adequate therapeutic control without resort- 
ing to the more dangerous cortisone-like drugs. 

... BUFFERIN is better tolerated by the stomach than aspirin, espe- 
cially among arthritics where a high dosage, long term salicylate 
regimen is indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 

...even in the relatively few cases where steroids are necessary, use 
of BUFFERIN will allow proper flexibility for individual dosages. 

... BUFFERIN is more economical for the arthritic who requires a long 
period of medication. 

... BUFFERIN contains no sodium, thus massive doses can be safely 
given without fear of sodium accumulation or edema. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid 
5 grains, and the antacids magnesium carbonate and aluminum glycina'e. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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NO therapeutic roller coaster 


Ordinary desiccated thyroid and thyroid frac- 
tions have one thing in common: they some- 
times produce a highly uneven calorigenic 
effect. Ordinary thyroid may drop the patient 
from a “high” of nervousness and tachycardia 
to a “low” of clinical ineffectiveness. And thy- 
roid fractions tend to cause a far too rapid 
rise in the metabolic rate (with a consequent 
risk of cardiac involvement or other compli- 
cations) followed by a sudden and marked re- 
lapse and distressing withdrawal symptoms.*? 


neither too much nor too little: Proloid, since 
it is highly purified and rigidly standardized, 
avoids not only the discomfort and danger of 
too much response, but also the disappoint- 
ment of too little. At the same time, Proloid 
offers the complete thyroid complex, thus as- 


suring the benefits of al/ the thyroid principles. 


smooth, predictable clinical response: Proloid 
gives the physician close control over therapy, 
permitting him to achieve the desired results 
tablet after tablet, bottle after bottle. Today, 
as through the years, Proloid is preferred 
whenever thyroid therapy is indicated. 


Average daily dose: 


Subclinical hypothyroidism ...... 1 to 3 gr. 
Infertility (male and female) ...... 1to3 gr. 
Menstrual dysfunction. ......... 1 to 3 gr. 
Threatened abortion ......... 1% to 3 gr. 


References: 1. Beierwaltes, W. H.: J. Michigan M. Soc. 
55:180 (Feb.) 1956. 2. Frawley, T. F.; McClintock, J. C.; 
Beebe, R. T., and Marthy, G. L.: J.A.M.A. 160:646 (Feb. 25) 
1956. 


Proloid 


the total thyroid complex 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OsTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JouRNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 


2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct quota- 
tions. 


3. The author’s degrees and teaching affiliations should 
be given. 
4.. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 


2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 


3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 


4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 


5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 


6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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thousands of physicians 
confirm daily in practice 
the overwhelming evidence 
in hundreds of publications 


prednisone 


overwhelmingly favored by physicians in rheumatoid 
arthritis and bronchial asthma 


increasingly favored by physicians in intractable hay fever, 
nephrosis, disseminated lupus erythematosus and acute 
rheumatic fever 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 
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(From @ case py the patient’s Pp’ ysician; 
un! photos taken during 2° office visit.) 


q History: "She complained, matter 
= what nad suspecte4t from her voice, 
Results: wpith ‘pexamy she became Wer 
= surprised at her Own she — a 
& : astonished ner husband by peing cooperative 
and nelpful- The arué raised her nervous 
¢hresnold: she became more confident — 
and optimisti>- Tension relieved, she soon 
regained a normal sleep pattern and felt | 
3 rested enough perform ner daily tasks -" 
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THE RIGHT AMOUNT OF IRON 


Ferrous Sulfate, U.S.P. - 105 Gm. 
(Elemental lron—210 mg.) 


PLUS THE COMPLETE B COMPLEX 


BEVIDORAL® 1 U.S.P. Unit (Oral) 
(Vitamin Biz with Intrinsic Factor Concentrate, Abbott) 


berol 


2 IBEROL Filmtabs a day supply: 


Liver Fraction NF... ........ 200 mg. 
Thiamine Mononitrate 

Riboflavin 

Nicotinamide 

Pyridoxine Hydrochloride 

Calcium Pantothenate 


PLUS VITAMIN C 


Journat A.O.A. 
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ACCURACY 


VoL. 56, JUNE 1957 


The ever increasing interest in intra-arterial 


pressure emphasizes today’s need for a mean- 


ingful degree of accuracy in its measurement. 


It is as simple as this... 
consistent, dependable, and repeatable blood- 
pressure readings are obtained with the 


BAUMANOMETER? because it is a true 


mercury-gravity instrument. 


® 
STANDARD FOR BLOODPRESSURE 
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now available 


zine 


Compa 


tablets 


* for tranquility with remarkable freedom from 
drowsiness and depressing effect 
¢ for rapid control of nausea and vomiting 


With both 5 mg. and 10 mg. tablets available, easier dosage adjustments are now possible. 


Most patients respond well to one 5 mg. ‘Compazine’ Tablet three or four times daily. 


In some cases, it may be necessary to increase the dosage to one 10 mg. 
‘Compazine’ Tablet three or even four times a day. 


For further information see available literature. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for proclorperazine. S.K.F. 


Journat A.O.A. 
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Requisites , 


EFFECTIVE | LAXATION 


PHOSPHOSSODA (Fieci)... 
gentle, prompt, thorough and a 


laxative of choice for over 60 years. 


Taken on an Empty Stomach... 
at least 30 minutes before any meal, 
but preferably before breakfast. 


Amply Diluted with Water... 
Mix required dose with one half glass 
of cold water, follow with additional water. 


SUGGESTED DOSAGE As a mild eliminant, two 
teaspoonfuls before a meal. For more pronounced 
hydragogue action, four teaspoonfuls before breakfast. 


Children: Ten years or older, one half the adult dose; 
five to ten years, one quarter the adult dose. 
Phospho-Soda (Fleet) is a solution containing 

per 100 cc., Sodium Biphosphate 48 Gm. and Sodium 
Phosphate-18 Gm. 


In preparing for colonic surgery, preoperative adminis- 
tration of neomycin plus cleansing with Phospho-Soda 
(Fleet) suppresses intestinal bacteria.” 

(1) Davis, J. H. et al., Surgery, 35:434, 1954 


PHOSPHO-SODA 
(Fleet) 

C. B. Fleet Co., Inc., Lynchburg, Virginia 
Makers of the Fleet 2 Enema Disposable Unit. 
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HE BIG NEws in human fertility in mid-century 

jm has been the 1940-1955 baby boom, 
which in dramatic significance has rivaled the hydro- 
gen bomb explosions . . . .”! More young wives are 
having babies and planning their families big. The 
rate for third and fourth births has almost doubled. 
Five-, six- and seven-child families are on the increase.? 


College graduates want big families — It isn’t only 
industrial families that are growing. A survey recently 
completed among 29,494 graduates of 178 colleges 
shows that the men of the class of ’45 have families 
averaging 70% larger than those of the class of ’36 
in the ten years after graduation. When their wives 
seek advice to space their children, they want to be 
sure that the method recommended really gives them 
the protection they need. 

Most effective method for women of high parity— 
Based on widest experience, parenthood clinics all 
over the world have adopted the diaphragm and jelly 
technique “‘... as possessing the least degree of falli- 
bility . "4 Tt is the preferred method for women 
of high ‘fertility. When used correctly, unplanned 
pregnancies seldom occur. In urban groups using the 
diaphragm and jelly technique for years, as well as in 
clinical studies, data show that this method reduces 
“the likelihood of conception by at least 98 per cent.’ 
Comfort helps win cooperation — Besides peace of 
mind, the physician assures comfort for the patient 
when he recommends RAMSES® Diaphragm and 


NO RACE SUICIDE HERE: 


families today are planned big 


Jelly. Flexible in all planes, the RAMSES Diaphragm 
allows complete freedom of movement. Its cushioned 
rim avoids irritation. RAMSES “ten-hour” Jelly,* 
used with the diaphragm, quickly immobilizes sperm 
and maintains full effectiveness for up to ten hours. 
Patients feel confident that they have received sound 
contraceptive advice when physicians prescribe 
RAMSES protection, a critical aid in family planning 
for more than 30 years. 


This is the attractive, complete 
RAMSES “TUK-A-WAY”® Kit 
#701 that most women prefer. 

Supplied in neat zippered 

bag with introducer and 
diaphragm in sizes 50 to 
: 95 mm., and 3 oz. tube of 

RAMSES Jelly. Jelly refills in 3 

and 5 oz. tubes. At all pharmacies. 


References: 1. Dinkel, R. M.: Eugenics Quart. 3:22 ( Mar.) 
1956. 2. Grove, R. D.: Am . J. Pub. Health 46:592 (May) 
1956. 3. College Study Report: Population _— 11:45 
(June) 1955. 4. Novak, E., and Novak, E. R.: Textbook of 
Gynecology, Baltimore, The ‘Williams & Wilking Company, 
1956. 5. ‘oo C.: Proc. 3rd Internat. Conf. Planned 
Parenthood, 1953. 


JULIUS SCHMID, inc. 
423 West.55th Street, New York 19, N. Y. 


*Active agent, dodecaethyleneglycol monolaurate 5%, in a 
base of long-lasting barrier effectiveness. 
RAMSESand ‘‘TUK-A-WAY” are registered trade-marks of Julius Schmid, Inc. 
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Knox “Choice of Foods” Diet Can Help Your 
HYPERTENSIVE Patients to Reduce and Stay Reduced 


1. Color coded diets of 1200, 1600 and 1800 calories are = spaeeeee Sere 


based on nutritionally tested Food Exchanges.! B. 
. — t. JO- 
2. The easy-to-use Food Exchanges (called Choices in N.Y. 


booklet) simplify diet management by eliminating calorie 


counting. Please send me dozen copies of the new, illus- 


3. Diets promote accurate adjustment of caloric levels to a eT 


the special needs of the patient yet allow each individual Your Name and Address. 
considerable latitude in the choice of foods. 

4. More than six dozen appetizing, low-calorie recipes are 

described in the last fourteen pages. of the diet booklet. 


Sr ere er eee 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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Mead Johnson announces 


ON R, ONLY—NEW 


Tempra | 


Syru 


acetaminophen, Mead Johnson 


FIRST PHYSICIAN-CONTROLLED 
ANTIPYRETIC / ANALGESIC 
IN DROP AND TEASPOON DOSAGE FORMS 


safe - effective - ready-to-use 


Tempra Dr 
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Effective antipyretic/analgesic 

Tempra (N-acetyl p-aminophenol) 

is an effective, well-tolerated antipyretic 

and analgesic for relief of childhood fever, 
minor pain and discomfort. Its relative 
safety is indicated by the absence of toxicity 
or other serious side effects in reported studies. 


‘arents will like Tempra Drops and Syrup 
because they are ready to use, easy to give... 
no need to cut, crush or dissolve tablets. 


hildren will like them because these 
flavored liquids are easy to take... 
don’t taste bad or upset the stomach. 


u will appreciate, also, 


your § controi of this 
antipyretic/analgesic medication. 


Supply and Dosage 

Tempra Drops —15 cc. bottles with 
calibrated ‘Safti-Dropper’—60 mg. 
(1 grain) N-acetyl p-aminophenol 
in each 0.6 cc. (wild-cherry-flavored, 
red solution ). 


Tempra Syrup—8 fl. oz. bottles— 

120 mg. (2 grains) 

N-acetyl p-aminophenol per 

teaspoon (mint-flavored, green solution). - 
Dosage (orally, every 4 to 6 hours, as needed): 
0 to 1 year, 60 mg.; 1-4 years, 60-120 mg.; 

4-8 years, 120-240 mg.; 8-12 years, 240 mg. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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TO FIGHT THE INROADS OF AGE 


Current opinion stresses the importance of early recognition of 
the undesirable effects of aging, and adequate metabolic support 
of the body’s fight against them.' NEOBON, by providing 4 factors 
PLUS 1, corrects all 5 of the recognized treatable causes of aging. 


Gonadal Hormone Decline—NEOBON’S daily dose of 3 mg. Methyl- 
testosterone and 0.018 mg. Ethiny] Estradiol offsets it. 


Hematinic Deficiencies—NEOBON combats nutritional anemia and 
iron deficiency with essential hematinic factors. 


Digestive Enzyme Deficiency—NEOBON supplies pepsin and pan- 
creatin to insure proper absorption and utilization of foods— 
despite digestive “‘let-down’”’ of aging. 


Nutritional Inadequacy—NEOBON’S complete combination of essen- 
tial minerals and vitamins replaces deficiencies inherent in the 
restricted diets of the aging. 


PLUS-—NEOBON’Ss new lysine, the amino acid that lifts low value vegetable 
proteins to the high grade quality found in meat and eggs. 


NEOBON in bottles of 60 soft, soluble capsules; prescription only. 
1. Klemme, H. L.: Clin. Med., October, 1956. 


NEW NEOBON LIQUID, asgeriatric tonic 
_ providing gonadal and thyroid supplementation, im- 
proved carbohydrate and protein utilization, hematinic 
action, and mild antidepressant effect. 


In 16 oz. bottles; prescription only. 


PEACE of mind ATARAX® Chicago 11, Illinois 


14 Journat A.O.A. 
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DOCTOR, do you need 
the extra dietary advantages 
of New Carnation Instant? 


This exclusive crystal form of nonfat milk 
can give the busy physician a quick, protective “boost” 
bottled nonfat milk can’t match — and it tastes so good! 


Many a physician who has suggested new Carnation Instant for various low-fat, 
low-calorie diets hasn't considered what this crystals milk discovery can do for him. 


Carnation Instant fits into your busiest professional day. These remarkable crys- 
tals burst into delicious, fresh flavor nonfat milk instantly, even in ice-cold water. 
Ready to enjoy, delicious for drinking, in any moment you can snatch. 


Yet, the most interesting dietary and flavor advantage over bottled nonfat milk is 
Carnation Instant “self-enrichment.” You simply add an extra tablespoon of crys- 
tals per glass for far richer flavor and a 25% increase in milk protein, minerals 
and B-vitamins. Your patients who “resist” ordinary nonfat milk will enjoy self- 


enriched Carnation Instant. So will you. 


Other superiorities of the Carnation Crystals Instant 


MIXES 
INSTANTLY 
Carnation Instant 
crystals mix instantly 
and completely in 
P ice-cold water with a 
: light stir. Powder 
OTHER CARNATION types do not. 


TYPES CRYSTALS CARNATION CRYSTALS 
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STAYS 
FRESH 

Carnation crystals do 
not require refrig- 
eration. Do not cake 
or harden in humid 
weather. Stays fresh 
and free-flowing. 


HANDY, 
ECONOMICAL. 
Always handy for 
drinking, for cooking 
(no special recipes 
needed). Economical, 
available everywhere 
in 3 and. 8-qt. sizes. 
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ANERGEX appears to create an anergic state which 
usually persists for months following a single course 
of injections—regardiess of the offending allergen. 


Treatment course: 1 mi.daily for 6-8 days. Eliminates 
skin testing, special diets, and long drawn-out de- 
sensitization procedures. 


In clinical studies, over 60 per cent (of 500 patients) 
have shown marked improvement or complete relief 
of symptoms.":2.34 


available: Multiple-dose vials containing 8 mi.—one 
average treatment course. 


*T.M. Reg. U. S. Pat. Of. 


ANERGEX—a botanical extract—is effective in: 

seasonal rhinitis (hay fever) 

non-seasonal rhinitis (dust, dander, 
molds) 

allergic asthma 

eczema, especially in infants 

food allergy 


1. Clin. Med. 2:1009, 1955. 

2. Amer. Pract. & Digest. Treat. 
7:1447, 1956 

3. Clin. Med. 3:1059, 1956. 

4. Unpublished data. 
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The 
growing 
use 

of 
serpasil 
In 
everyday 
practice 


On the following pages you. 
will find information on these 

aspects of Serpasil therapy: 


5 pediatric emotional problems 
5 acute psychotic disturbances - 
6 effects and precautions 


PAGE 
2 hypertension 
emotional disorders 


4 « acute hypertensive crises. 
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hypertension 


Serpasil® can always be considered first 


BECAUSE 


BECAUSE 


BECAUSE 


alone: Serpasil successfully reduces blood pressure, slowly 
and safely, in about 70 per cent of cases of mild to moderate 
hypertension.! 


as a “primer”: Serpasil may be advantageously used to begin 
antihypertensive therapy, however severe the case, since it 
gently adjusts the patient to the physiologic setting of lower 
pressure. 


as a “background” agent throughout other therapy: Serpasil 
permits lower dosage of the more potent antihypertensives 
needed for refractory cases, thus minimizing the incidence 
and severity of side effects. 


USUAL DOSE: Initially, two 0.25-mg. tablets. After a week, daily 
dose should be reduced to 0.25 mg. or less for maintenance. 


“a useful agent for the treatment of certain types of hypertension....The 
action...was increased by combining it with [Apresoline]...’2 


1. Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955. 
2. Winsor, T.: Ann. New York Acad. Sc. 59:61 (April 30) 1954. 
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In emotional disorders 


Serpasil® provides true emotional control 


In your daily practice there are undoubtedly many patients whose degree 
and type of emotional disturbance — characterized by overexcitation, anxiety 
and agitation—can not be adequately controlled with sedatives or weaker 
tranquilizers. These are the patients whom you can help most with once-a-day 
administration of Serpasil. For Serpasil actually sets up a “stress barrier” 
against anxiety and tension the patient would otherwise find intolerable. 
With Serpasil you can control the emotional turmoil of disturbed individuals; 
and because Serpasil is restricted to prescription use, control remains in 
your hands. 


Although it is a first choice in hypertension, Serpasil does not significantly 
lower blood pressure in normotensive patients. 


USUAL DOSE: Initial range is 0.1 mg. to 0.5 mg. (two 0.25-mg. tablets) daily. 
As little as 0.1 mg. is sufficient for maintenance in some patients. Serpasil 
can be given in a single daily dose. 


*... relieves anxiety and irritability and calms the patient so effectively that 
because of this latter property alone, the drug should remain in the medicinal 
armamentarium.” 


Finnerty, F. A., Jr., and Sites, J. G.: Am, J. M. Sc. 229:379 (April) 1955. 
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in tachycardia 


Serpasil® slows the rapid heart 


Many patients can benefit from the heart-slowing action of Serpasil. Those 
in whom tachycardia is deleterious are helped by its unique bradycardic 
effect, for Serpasil prolongs diastole and allows more time for the myo- 
cardium to rest. Blood flow and cardiac efficiency are thus enhanced. 


USUAL DOSE: 0.1 mg. to 0.5 mg. (two 0.25-mg. tablets) daily. After one or 
two weeks dose may be reduced. 


“Reserpine [Serpasil] was found useful in relieving the tachycardia and 
emotional symptoms associated with cardiac arrhythmias, thyrotoxicosis, 


neurocirculatory asthenia, and even coronary heart disease.” 
Halprin, H.: J. M. Soc. New Jersey 52:616 (Dec.) 1955. 


in acute hypertensive crises 


Parenteral Serpasil 


Serpasil can be used alone in hypertensive emergencies or as a background 
to more potent antihypertensive agents. Its antihypertensive action is prompt 
and well-tolerated. 


USUAL DOSE: 2.5 mg. (1 ml.) intramuscularly. Additional intramuscular doses 
of 2.5 mg. may be given as necessary every 8 to 24 hours. 


“.. appears to be [a] treatment of choice for hypertensive crises.” 


Griffin, R. W., Stover, J. W., and Ford, R. V.: New England J. Med. 254:593 (March 29) 1956. 
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in alcoholism 


Serpasil° relieves drink-inducing tension 


As a part of long-term therapy, oral Serpasil helps the alcoholic “stay on 
the wagon” by relieving drink-inducing tension, making him more amenable 
to your counseling. 


In acute alcoholism, delirium tremens can generally be controlled within 
24 hours with parenteral Serpasil...without the addicting or soporific 
dangers of drugs such as paraldehyde. 
USUAL DOSE: Chronic phase: two 0.25-mg. tablets or less daily. Acute phase: two 2.5-mg. 
parenteral doses (1 ml. each) 3 or more hours apart. Occasionally, repeat injections of 
2.5 mg. every 4 to 6 hours may be necessary. 
“|..the tranquilizing and anxiety-relieving properties of this drug 
[Serpasil] offer the possibilities of its being extremely helpful for the 
long-term therapy of the chronic alcoholic.” 


Greenfield, A. R.: Am. Pract. & Digest Treat. 7:241 (Feb.) 1956. 


In pediatric emotional problems 


Serpasil Elixir benefits the ‘problem child” 


Serpasil provides a shield against stress in the overreactive, tense, “problem 
child.” Striking remissions have been observed in children with excessive 
crying, poor eating and sleeping patterns. 
USUAL DOSE: 0.1 to 0.3 mg. daily (% to 1% teaspoons of Serpasil Elixir, 0.2 mg. per 4-ml. 
teaspoon). 

“... provided dramatic relief in remitting the syndrome of irritability 

in 29 of the 32 cases studied...” 

Talbot, M. W., Jr.: Ann. New York Acad. Sc. 61:188 (April 15) 1955. 


in acute psychotic disturbances 


Parenteral Serpasil 


The family physician is often called to subdue and arrange for quick hos- 
pitalization of patients who suddenly experience violent psychotic episodes. 
With intramuscular Serpasil these patients are quickly tranquilized and 
rendered amenable to ‘quiet’ hospitalization. 
USUAL DOSE: 5 mg.intramuscularly followed,if necessary, by another 5-mg.intramuscular 
dose in 90 minutes. 
“It is now possible to discreetly manage acutely disturbed psychiatric 
patients by the prompt administration of adequate doses of reserpine 
(Serpasil).” 


Ayd, F. J., Jr.: The Phar logic Manag t of Everyday Psychiatric Problems (A Scientific Exhibit). 
Presented at the Clinical Meeting of the American Medical Association, Boston, Mass., Nov. 29-Dec. 2, 1955. 
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Sserpasil: 


The side effects of Serpasil are charac- 
teristic of all rauwolfia preparations. 


Although millions of patients have taken 
Serpasil over the past several years, very 
few serious side reactions have been re- 
ported. There have been no cases of blood 
dyscrasia, liver damage, addiction or 
withdrawal symptoms. When patients 
are properly selected and the lowest ef- 
fective maintenance dose is established, 
the physician can prescribe Serpasil con- 
fidently, with little fear of untoward 
reactions. 


Depression 

Mental depression, which has developed 
in a small percentage of patients treated 
with rauwolfia, should be differentiated 
from the transient change in mood or 
physical fatigue that is experienced by 
almost everyone in the general popula- 
tion. It should also be distinguished from 
the lethargy experienced by some pa- 
tients on rauwolfia therapy. 


In the few cases in which mental depres- 
sion does occur, there is some question 
as to whether or not it is a direct effect of 
rauwolfia. According to Mayo Clinic in- 
vestigators,’ the evidence indicates that 
rauwolfia per se does not cause depres- 
sion, but rather that it unmasks an 
underlying susceptibility to depressive 
reactions. Kinross-Wright? states: “It is 
likely that depression will occur only in 
a predisposed individual or in one who 
is already mildly depressed.” Ayd,’ in a 
very recent paper, states: “That this 
drug may cause depression is uncertain. 
After reviewing a large number of so- 
called drug-induced depressions it ap- 
pears that in some cases what was called 
depression was excessive tranquilization, 
while in the rest, the patients were de- 
pressed before the drug was started, and 
what the drug did was make the depres- 
sion more apparent.” 


Whether or not it is an effect of rauwol- 
fia, physicians and responsible members 


side effects and precautions 


of the patient’s family should be on the 
alert for the development of symptoms 
of depression, particularly in patients 
with a history of pre-existing depressive 
tendencies. Daily doses above 0.25 mg. 
are contraindicated in the latter group. 
On withdrawal of rauwolfia, depression 
usually disappears, but active treatment, 
including hospitalization for shock ther- 
apy, has been required in some cases. 


Adjunctive use of mood-elevating agents 
such as Ritalin is often sufficient to re- 
verse mild depressions or drug-induced 
lethargy. 


Other side effects 

In addition to lassitude or drowsiness, 
other mild side effects of Serpasil include 
occasional nasal stuffiness and increased 
frequency of defecation and/or looseness 
of stools. Rarely, anorexia, headache, 
bizarre dreams, nausea and dizziness oc- 
cur. With parenteral Serpasil there is a 
possibility of marked hypotensive effect ; 
therefore, the blood pressure should be 
taken before injection and the patient 
kept under observation for 5 or 6 hours 
thereafter. Because initial doses above 
0.3 mg. tend to increase gastric secretion 
of hydrochloric acid, daily doses above 
0.25 mg. are contraindicated in patients 
with a history of peptic ulcer and lower 
doses should be used with caution. 


For further details on side effects and 
precautions, write Medical Service 
Division. 

1. Litin, E. M., Faucett, F.L., and Achor, R. W. P.: Proc. Staff 
Meet., Mayo Clin. 31:233 (April 18) 1956. 

2. Kinross-Wright, V.: Wisconsin M. J. 55:1073 (Oct.) 1956. 

3. Ayd, F. J., Jr.: Presented at the Sesquicentennial Convention of 
The Medical Society of The State of New York, New York City, Feb. 
18, 1957. 


SUPPLIED: 

TABLETS, 0.1 mg., 0.25 mg., 1 mg., 2 mg. and 4 mg. 
ELIxIRS, 0.2 mg. and 1 mg. per 4-ml. teaspoon. 
PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. 
Serpasil per ml. Multiple-dose Vials, 10 ml., 2.5 mg. 
Serpasil per ml. 


APRESOLINE® hydrochloride (hydralazine hydrochloride CIBA) 
RITALIN® hydrochloride (methylphenidate hydrocnioride CIBA) 


CIBA 


SUMMIT, N. J. 
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a General Electric product 
in step with your progress 


Low-cost way to multiply 
your professional efficiency 


¥ ES, the broad diagnostic versatility that is yours 

with the G-E Patrician opens new possibilities 
for your practice. Now, at a price competitive with 
low-power, limited-range apparatus, you can get 
comprehensive radiographic and fluoroscopic facil- 
ities — 200-ma, 100-kvp, full-wave power. 


Consider these three possibilities: 


® You want to add x-ray service for your patients 
but have been deterred by the capital outlay you 
thought was required for modern apparatus. 


® Your patient load has swamped your present x-ray 
machine, but not to an extent that justifies a Jarge 
added investment. 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


Vor. 56, June 1957 


© Your diagnoses are handicapped by a slow, inflex- 
ible, under-powered unit. 

If your situation parallels one of these three, 
it will pay you to get the complete story on the 
Patrician. Use this coupon or ask your G-E x-ray 
representative, who can also give you the facts 
on General Electric's convenient 
financing plans. 


X-RAY DEPARTMENT 

GENERAL ELECTRIC CO. 

Milwaukee 1, Wis., RM. R-61 

(C0 Send your 16-page PATRICIAN bulletin. 
(CD Facts about deferred payment. 

(CD MAXISERVICE® rental plan. 


Name. 


Zone. State. 
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relaxes 
mind 


m well suited for prolonged therapy 


for anxiety 


= well tolerated, relatively nontoxic 
m no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
m chemically unrelated to phenothiazine compounds and rauwolfia derivatives 


m orally effective within 30 minutes for a period of 6 hours 


calmer!) amxiety and tension states and muscle spasm 


2-methyl-2-n-propyl-1,3-prepanediol dicarbamate—U. S. Patent 2,724,720 


Tranquilizer with muscle-relaxant action 
DISCOVERED AND INTRODUCED 
BY WW WALLACE LABORATORIES, New Brunswick, N. J. 


SUPPLIED: 400 mg. scored tablets 
mg. sugar-coated tablets 
», USUAL DOSAGE: One or two 400 mg. tablets t.i.d. 


Literature and Samples Available on Request 


THE MILTOWN® 
MEPROBAMATE MOLECULE 


| 
| 
| on im 
| practice 
| 
| 
| 
\ 
STANDARD 
Sceonep 
CM-3664-R6 
| Journat A.O.A. 


case report’ 
demonstrates the effectiveness 
of ‘Cytomel’ 


in hypometabolism .. . 


PATIENT: R.A., a 56-year-old male, exhibited a “‘deep-seated” asthenia. He was 
somnolent and slow in his movements. His weight had increased 18 pounds in three 
years. He showed facial edema, particularly of the eyelids, bilateral exophthalmos, 
yellowish skin. Pulse was slow—thyroid not palpable. BMR was low. Uptake of 
radioactive iodine by the thyroid gland was very low. Total serum cholesterol 
was normal. 

DIAGNOSIS: Hypothyroidism. 

TREATMENT: 50 meg. of liothyronine (L-triiodothyronine) daily. 

RESULTS: By the 9th day, marked improvement in the clinical condition was 
observed. The patient threw off his customary apathy and became ambulatory. 
After 16 days of treatment, BMR had risen from —12% to +8% and the heart rate 
from 60 to 80/min.; serum cholesterol remained normal; weight had fallen from 
238 to 227 pounds. 


5 mcg. and 25 meg. (scered) tablets 


the new hormone for 


* 
tomel 
hypometabolic states 


Smith, Kline & French Laboratories, Philadelphia SKF. 


1. From DeGennes, L.; Deltour, G., and Leprat, J.: Presse méd. 61:1119 (Aug. 29) 1953. 
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Each Multiple Compressed Tablet of MEpRoto:: 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 
process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures, 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm ¢) anxiety and tension @) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 


Therapeutic benefits of MEPROLONE compared with traditional antiarthritic, 
T 
suppresses imparts 
‘relieves inflam- relaxes eases 
| pain mation | muscle | anxiety wellbeing 

Saiyates | 

Muscle relaxants 

‘Tranquilizers 


muscle-relaxant action 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fbro- 
sitis, fibromyositis, neuritis, acute and chronic low back 
pain, acute and chronic primary and secondary fibrositis 
and torticollis, intractable asthma, respiratory allersies, 
allergic and inflammatory eye and skin disorders (as main- 
tenance therapy in disseminated lupus erythematocus, 
periarteritis nodosa, dermatomyositis and scleroderma). 


SUPPLIED: Multiple Compressed Tablets in bott!«s of 
100 in two formulas as follows: Meprotone-1—1.0 ing. 
of prednisolone, 200 mg. of meprobamate and 200 mc of 
dried aluminum hydroxide gel. MEPRoLonE-2— provices 
2.0 mg. of prednisolone in the same formula. 


Journat A.O.A. 
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NO OTHER 


ANTIRHEUMATIC 
PRODUCT 
PROVIDES AS MANY 


BENEFITS AS 


PREDNISO| LONE, buffered 
THE ONLY 
ANTIRHEUMATIC, 


ANTIARTHRITIC 


THAT SIMULTANEOUSLY 


RELIEVES: 


tes 

1. MUSCLE SPASM 

J 

cod 2. JOINT INFLAMMATION 
3. ANXIETY AND TENSION 
4, DISCOMFORT 

AND DISABILITY 

ck 

sn MERCK SHARP & DOHME 

ies DIVISION OF MERCK & CO., Inc. PHILADELPHIA 1, PA. 

of 


es MEPROLONE is the trade-mark of Merck & Co., Inc 
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predictably effective 


Suspension and capsules 


and 


Forté 


Now, three dosage forms combine Dioctyl Sodium Sulfosuccinate 
and DorBANE° in the proportions proved optimal by clinical trial’ 


Each teaspoonful (5 cc.) of DoRBANTYL 
Suspension and each DoRBANTYL Capsule 
contains Dioctyl Sodium Sulfosuccinate, 50 
mg.,and DoRBANE, 25mg., for flexible dosage. 


Each DoRBANTYL Forté Capsule contains 
D.S.S., 100 mg., and DorBANE, 50 mg., (equal 
to two regular DoRBANTYL Capsules or 10 cc. 
of Suspension). 


DORBANTYL is indicated in constipation 
resulting from drug therapy, anorectal and 


colonic surgery, gynecology and obstetrics, 
as well as in functional constipation and 
cathartic habituation and in patients with 
cardiovascular disease. 

supplied 

DoRBANTYL Suspension—bottles of 150 cc. 


DorBANTYL Capsules—bottles of 30 and 
250 orange and black capsules. 


‘DoRBANTYL Forté Capsules—bottles of 30, 100 


and 250 orange and gray capsules. 
1. Marks, M. M.: Clin. Med. 4:151, 1957. 


DORBANTYL AND DORBANE ARE REGISTERED TRADEMARKS OF SCHENLEY LABORATORIES, INC 


Schenfabs) SCHENLEY LABORATORIES, INC - NEW YORK 1, NEW YORK ..-: 
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DAVIS company 


CARDIOVASCULAR 
DISEASE 


New! 


The new “Stroud and Stroud”... a re- 
nowned work on heart disease, with 
every chapter brought up-to-date, and 
entircly reset! 


A salient new feature is the serviceable 
Loose-Leaf form in which this great 
work is now presented. Your two vol- 
umes will be kept up-to-date, and move 
ahead with important new developments. 
60 world leaders supply their priceless 
contributions to achieve this magnifi- 
fent work on the heart. It is acclaimed 
everywhere as the foremost postgradu- 
ate course in diseases of the heart and 
blood vessels. (2 volumes, 1800 large 
(7%x10) pages, 900 illustrations, beau- 
tifully boxed. $35.00) 


OPERATIVE 
SURGERY 


New! 


Here is the revolutionary “pictorial pres- 
entation” of surgery . . . a book unlike 
any other ever published in its brilliant 
presentation of all operations in all fields 
of surgery. 

Stage by stage, each operation is por- 
trayed in glowingly life-like drawings, 
with the most delicate detail depicted 
in unmistakable clarity. Each picture is 
accompanied, of course, by a brief ex- 
planatory text description—notes which 
tell what and how of the operation. 


Distinguished surgeons work in close co- 
operation with talented artists to give a 
vivid presentation of surgery. 

Edited by CHARLES ROB, M.C., 
M.CJIR., F.R.C.S. and RODNEY SMITH, 
M.S., F.R.C.S. (8 volumes and Desk In- 
dex. Volumes 1 to 3 now available; send 
for schedule and illustrated brochure). 
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F. A. DAVIS COMPANY 


Publishers of the Famous Loose-Leaf 


CYCLOPEDIA OF MEDICINE, SURGERY, SPECIALTIES 
PHILADELPHIA 


BOOTH 46 


at the Convention 


New Monographs 


UROLOGIC INJURIES —Falk 


Ready—a long sought book! Dr. Henry C. Falk, an active worker with an 
experience of over 30 years in gynecological surgery, presents the gyneco- 
logical approach to urologic injuries. All practical aspects of the subject 
are clearly covered, with especially valuable material on Fistula, Stress In- 
continence, and Ureteral Injuries. (276 pages, 100 illustrations. $7.50) 


PERINATAL LOSS IN OBSTETRICS —Nesbitt 


A truly enlightening presentation of the newer concepts of “preventive 
obstetrics” . . . the real etiologic factors in infant mortality. Physiologic, 
endocrinologic, clinical and pathologic aspects are integrated to clarify the 
approach to remedial work. (450 pages, 112 illustrations, 10 in color. $12.50) 


PRACTICAL OFFICE GYNECOLOGY —Decker 


A working manual of today’s practical gynecology . . . every page and every 
illustration focussed on practical and workable methods. Worthy of special 
note are the sections on the effective Decker System of History Taking. . . 
a thorough and explicit discussion of Cancer, Infertility, Hormone Therapy, 
oe acces problems. (400 pages, 103 illustrations, 19 in color. 


PRACTICAL ALLERGY —Harris & Shure 


Allergy in practice is the clear-cut keynote of this new book by two accom- 
plished workers. The authors’ constant aim is simplification. They give the 
precise approach to the history and examination of the allergic patient. Full 
consideration is given to laboratory procedures, skin tests, pollen, foods, 
drug reactions, and technic of specific allergic desensitization. (450 pages, 
illustrated. $7.50) 


Pioneer Surgeons of Woman's Hospital —Marr 


This special limited edition gives the life stories of “four daring and skill- 
ful surgeons” at the early Woman’s Hospital. You see how new trails were 
blazed, important contributions to gynecology were made by James Marion 
Sims, Thomas Addis Emmet, Edmund Randolph Peaslee and Theodore Gail- 
lard Thomas. (160 pages, 26 illustrations, Handsomely boxed. $5.50) 


F. A. DAVIS CO., 1914 Cherry St., Phila. 3, Pa. 
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FOR THREE GENERATIONS, PHARMACIES 
HAVE SUPPLIED ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, pharmacists have been dispensing SAL HEPATICA 


Because sparkling SAL HEPATiICca is both antacid and effer- 


it provides fluid bulk by its osmotic action. This bulk stimulates 
peristalsis. Prompt evacuation usually follows—within an hour, 
if taken before breakfast—before bedtime, if taken half an hour 


SAL HEPATICA is pleasant-tasting, acts without griping, there- 
fore is liked by patients. Because it is antacid, it relieves the 
gastric hyperacidity frequently accompanying constipation. 


APERIENT 
—the fast-acting yet gentle laxative. 


vescent, it passes rapidly through the stomach. In the intestine LAXATIVE 


before the evening meal. CATHARTIC 


Antacid Laxalll 


FFERVESCENT 5A 
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BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N.Y. 
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highly effective—clinically proved 


provides added certainty in antibiotic therapy particularly for 
that 90% of the patient population treated in home or office... 


Multi-spectrum synergistically strengthened 
SIGMAMYCIN provides the antimicrobial spectrum of 
tetracycline extended and potentiated with oleandomy- 
cin to include even those strains of staphylococci and 
certain other pathogens resistant to other antibiotics. 


Supplied: SIGMAMYCIN CAPSULES—250 mg. (oleandomycin 83 mg., 
tetracycline 167 mg.), bottles of 16 and 100; 100 mg. (oleandomy- 


Voi. 56, JUNE 1957 


cin 33 mg., tetracycline 67 mg.), bottles of 25 and 100. SIGMAMYCIN 
FOR ORAL SUSPENSION—1.5 Gm., 125 mg. per 5 cc. teaspoonful 
(oleandomycin 42 mg., tetracycline 83 mg.), mint flavored, bottles 
of 2 oz. *Trademark 


Pft -er) Prizer LABorATORIES, Brooklyn 6, N. Y. 
~ a Division, Chas. Pfizer & Co., Inc. 
World leader in antibiotic development and production 
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orally...intravenously 
palliative of choice 
in prostatic carcinoma 


Diethylstilbestrol Diphosphate, AMES 
Tablets - Ampuls 


Initially or as maintenance. after: LV. ‘therapy,, well-tolerated STILPHOSTROL 
Tablets relieve pain-and increase well-being in nonhospitalized as well as hospi- 
talized patients.’ Palliative action is often OP even. no longer 

See yout 1957. P D R for_oral and intravenous: dosage ‘and ‘administration, write for 

Packaging: Tablets, diethylstilbestrol diphosphate 50. me. bottles ors 50, 


the sodium salt, boxes of 20. 


¥ 


among patients with, advanced carcinoma to ROLE 


~Per cent of Patients 


Evident <>.” Prostatic “Elevated it ii! Bon 
Phosphatase . 4/4 


\ dee 


Jt 


from’ Flocks; R: Marberge, H.; Begley, B. Js and L. J.: J. Urol. 74:549 


AMES COMPANY, ING INDIANA 
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a NEW 
spasmolytic drug 


for 
skeletal 
muscle 


®x 


Brand of HCl 


orally effective 

relatively long-acting 

minimal side actions 

nonsoporific 

tolerance no problem 

no known organic contraindications 
Effective 


for the Symptomatic Relief of Muscle Spasm in 
Whiplash injuries 
Torticollis 
Hemiballism 
Huntington’s chorea 
Cerebral palsy 


Parkinsonism 
of all types 
Low back pain 
Herniated intervertebral disc 
Fibrositis 


*Trademark of Brocades-Stheeman & Pharmacia 
U.S. Patent No. 2,567,351. Other patents pending. 


In addition to its spasmo- 
lytic effect, Disipal evokes 
a mildly euphoric response, 
particularly valuable in the 
Parkinsonian patient. 

‘Disipal is nonsoporific. Con- 
tinuous therapy for as long 
as 44 months produced no 
serious ill effect, no tolerance. 


In 480 cases of Parkinson- 
ism (arteriosclerotic, post- 
encephalitic, and idio- 
pathic), 50 investigators 
reported good to excellent 
results in 286 (59%), and 
fair in 97 (20.2%). 

In 120 cases of other types 
of muscle spasm, good 
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(Riker) 
Angeles 


results were obtained in 59 
(49.1%) and fair results in 
24 (20.1%). Side effects are 
minimal 


Dosage: Initially 1 tablet 
(50 mg.) t.i.d. In combina- 
tion with other spasmolytic 
drugs, dosage is titrated to 

eet individual needs. 
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| 
Jieckmann, W. J., and Priddle, H. D.: Ar of Pregnancy 
Treated’ with Molybdenum-lron Complex, Am. J. Obst.& 
Gynec. 57: ly 
Neary, E. R.: Am. J. Med. Sc. 212:76 (July) 1946. 


the only 


prenatal supplement 
with Mol-Iiron 


; —for real patient convenience 


only 2 tablets a day 


on Available in bottles of 60 tablets 


kK PHOSPHORUS-FREE CALCIUM 
to minimize the likelihood of leg cramps 


VITAMIN K 
to bolster prothrombin levels 


ESSENTIAL VITAMINS 


to maintain normal pregnancy 


@ and when iron is the dominant need... 


Mol-lron with calcium and vitamin D © 
Available in bottles of 60 tablets ee 
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Dosage: Usually 1 pulvule 
t.i.d. 


Supplied: As attractive 
turquoise-and-white 
pulvules of 300 mg. 


release from anxiety 
without impairment of 
mental acuity or physical skills 


ULTRAN 


Exhaustive psychological testing shows that the usual 
range of dosages does not interfere with normal intel- 
lectual or motor abilities. This has been established by 
objective and standardized quantitative tests. 


Anxiety quickly allayed 

The patient with vague symptoms, nervous and dis- 
tressed under the burden of unsolved problems, finds 
release from anxiety and restoration of emotional com- 
posure. 

Chemically unique 

‘Ultran’ is not a modification of any other therapeutic 
agent. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


774087 
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Be! im, D.; Clark, F.; Jennings, M.; Pallais, V.; Olson, H.; Wolf, L,, and Tyler, E:7,: West. J. Surg. 64: 152, 1956. 
Composition: nonylphenoxypolyethoxyethanol 5% in an-oil-in-water emulsion at pH 4:5. 


when used alone, is highly spermicidal, and a satisfactory 
~~ 
7 


in these conditions... 


mixed infections of the urinary tract, 
as @ supportive measure in surgery, and 
in selected cases of bacterial endocarditis 


the combination... 


dihydrostreptomycin is 


therapy of choice........... 


one vial 


Steraject 


Journat A.O.A. 
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..no known contraindications.”: 


Many thousands of cases attest 


to the efficacy of 
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(Brand of carbazochrome salicylate) 


Salicylate* 


in the control of bleeding 


Adrenosem Salicylate has been used prophylactically and 
therapeutically in virtually every operative procedure. 
Case histories have been published on its successful use 
in the following procedures and conditions: 
Tonsillectomy, adenoidectomy and nasopharynx surgery 
Prostatic, bladder and transurethral surgery 

Excessive postpartum bleeding and uterine bleeding 
Thoracic surgery 

Gastrointestinal bleeding 


Also: 

Idiopathic purpura Hemoptysis 

Retinal hemorrhage Hematuria 

Familial telangiectasia Pulmonary bleeding 
Epistaxis Metrorrhagia and 


menorrhagia 


1, Bacala, J.C.: The Use of the Systemic Hemostat, 
Carbazochrome Salicylate, West. J. Surg. 64:88 (Jan., 1956) 


THE S.E. 


MASSENGILL 


COMPANY 


*U.S. Pat. 2581850; 2506294 


Bristol, Tennessee +» New York 
Kansas City « 


San Francisco 
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A short history-in quotes-of 


Salicylate 


o 


a potent antihemorrhagic factor.” as 
Sherber, D.A.: The Control of Bleeding, Am. J. Surg. 86:331 (Sept., 1953) fe 


**.. . Since that date (1953) Adrenosem has been used postoperatively to reduce 
bleeding from all otolaryngologic and bronchoesophagologic procedures...” 


Peele, J.C.: Adrenosem in the Control of Hemorrhage from the Nose and Throat, A.M.A. 
Arch. of Otolaryng. 6/:450 (April, 1955) 


“Our experience of the effect of carbazochrome salicylate on 317 surgical 
indications and 13 obstetrico-gynecological conditions has been therapeutically ye 
encouraging and successful for the control of capillary bleeding.” 
Bacala, J.C.: The Use of the Systemic Hemostat Carbazochrome Salicylate, West. 
J. Surg. 64:88 (Jan., 1956) 
“We have also noticed that bleeding stopped more promptly on the operating 
table.” 
Owings, Capers B.: The Control of Postoperative Bleeding with Adrenosem, Laryngo- 
scepe 55:21 (Jan., 1955) 
‘Primary hemorrhage occurred in 1.7 percent and secondary hemorrhage in 
1 percent of the 300 control patients, but in none of the 500 children who 
received preoperative and postoperative medication [Adrenosem Salicylate].” 
Orzac, E.: Medical Care of the Child Patient Before and After Adenoidectomy and 
Tonsillectomy, N.Y. State J. Med. 55:886 (Mar., 1956) 
*“‘Adrenosem Salicylate is nontoxic and has a high index of therapeutic safety. 
At the recommended dosage levels there are no contraindications. It has no 
cumulative effect. Patients treated for more than two years show no toxic 
effects attributable to the drug.” 


Riddle, A.C., Jr.: Adrenosem Salicylate: A Systemic Hemostat, Oral Surg., Oral Med., 
Oral Path. 6:617 (June, 1955) 


Adrenosem Salicylate is supplied in 
* ampuls 
tablets 
* and as a syrup. 


Write for comprehensive illustrated 
brochure describing the action and 
uses of Adrenosem Salicylate. 


THe s.c. MASSENGILL company 


BRISTOL, TENNESSEE « NEW YORK e KANSAS CITY « SAN FRANCISCO 
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24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will 1 be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


A new sense of freedom restores the “cardiac cripple 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 

Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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select the level of 
vitamin protection the baby needs 


Tri-Vi-Sol Poly-Vi-Sol” Deca-Vi-Sol 


3 basic vitamins...A, D, C 6 essential vitamins...A, D, C, By, 10 nutritionally significant vitamins, 
B, and niacinamide including A, D, C, B;, Ba, niacin- 
amide, biotin, pantothenic acid, B, 

and stable By 


« highly stable—refrigeration not required 
«readily accepted—exceptionally pleasant flavor, no unpleasant aftertaste 
¢ full dosage assured—can be dropped directly into baby’s mouth 

In 15.cc., 30 cc. and economical 50 cc. bottles 

with calibrated plastic ‘Safti-Dropper’ 


unbreakabie 
“Safti-Dropper” 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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A Better Antihypertensive 
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“We prefer to use 
alseroxylon (Rauwiloid) 


since it is less likely to produce excessive fatigue and 
weakness than does reserpine.” Up to 80% of patients 
with mild labile hypertension and many with more 
severe forms are controlled with Rauwiloid alone. 


Lh Moyer, J.H.: J. Louis: M. Soc; 
108:231 italy) 1956: 


A Better Tranquilizer, too 


**,..relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.’’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of unre- 
lated diseases not necessarily associated with hy- — 
pertension but burdened by psychic overlay. 


2. Wright, W.T., Jr., et al: J. Kansas M. Soc. 
67-410 (duly) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


Rauwiloid is recognized as basal 


medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid + Veriloid® 


In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


® 
Rauwiloid + 
Hexamethonium 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 
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RIASOL has made many an embarrassed 
woman proud to wear a revealing bathing suit. By 
clearing the ugly patches of psoriasis, it leaves a 
normal healthy skin for admiring eyes. 


It is well known that exposure to abundant a 
sunlight at the beaches is beneficial in psoriasis. Befese Use of Masel 
Few patients, however, will expose themselves to 
curious and critical eyes until the skin patches 


have been controlled with RIASOL. 


RIASOL acts best when the treated parts are 
also exposed to direct sunlight. For this reason it 
is advisable to treat all cases of psoriasis intensively 
during the summer months. . 


Medical statistics show that favorable results 
are obtained in approximately 76% of ail cases of 
psoriasis treated with RIASOL. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 


cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thor- 
ough drying. A thin, invisible, economical film 
suffices. No bandages required. After one week, 
adjust to patient’s progress. 

Ethically promoted RIASOL is supplied in 4 
and 8 fid. oz. bottles at pharmacies or direct. 


After Use of Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous 


clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-657 12850 Mansfield Avenue Detroit 27, Michigan 
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“555 (98%%) patients tolerated this 
ferrous sulfate-amino acid complex 
(FERRONORD) without complaint.” 


“Extraordinarily well tolerated” in 120 
obstetrical and gynecological patients.’ 


Well tolerated even in patients with 
peptic ulcer and gastritis.° 


e serum response in 3 hours 
e Clinical response in days 


e between-meal administration 
for better utilization 


FERRONORD Dosage: 
average adult dosage: Initially, 2 tablets twice a day; in severe cases, 2 tablets 
3 times daily. Maintenance, 1 to 2 tablets daily. 
children’s dosage: In proportion. 


FERRONORD Supplied: 
Bottles of 100 tablets. Each tablet supplies 40 mg. of ferrous iron. 


i. been, I. P.; Pomeranze, J.; Rummel, W.; Kircher, R. F.; Clancy, J. B.; Duy T.A.; Wagner, H.; 
O’Brien, T. Curley, Jargensen, G.; Onorato, RB. B.; Ira, F.; Lee, Jr. Gorla, W. O.; White, 
R.N.; Gade k, R. J.; Remy, D:: Scientific Exhibit, 6th International Congress of Hematology, Boston, Mass., 
August, 1956. 
2. Wagner, H.: Landarzt 31:496, 1955. 
3. Jérgensen, G.: Arztl. Wehnschr. 10:82, 1955. 


ta-aminoacetic-ferrous sulfate complex, exsiccated 


<>} N O R D\ 1 AR K PHARMACEUTICAL LABORATORIES, INC., IRVINGTON, N. J. 
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Suppliers of fine chemicals to the pharmaceutical industry for more than a quarter of a century. 
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Excuse us, Doctor. ..We’re off to school! (July 11, 12, 13) 


Frank Hanlan 
John Marshall 


Fred Parsons 


Jacques Vaillancourt 


C. C. Fang 


: James Spencer 
; lor @ EVERY vM pistRIBUTOR regularly attends the annual 
Vitaminerals International Convention, at the home office and plant 

in Glendale, California, for a complete refresher course in clinical nutrition. 
If we miss seeing you on schedule, doctor, it’s because . . . we’re off to school! 

In addition, we'll be brought up-to-date on the latest research and clinical studies 
in the field of nutrition, information that we'll pass along to you upon our return. 

It’s all part of the VM policy to provide continuous in-service training 


for its Distributors. ygur Vitaminerals distributor 


GLENDALE 1 


CALIFORNIA 


. If you're coming to Southern California for a vacation visit, be our guest on 
_— P S a tour of the VM laboratory and plant. We're open 8 AM to 4:30 PM, Mon- 


day through Friday, and the red carpet’s out for you and your party, doctor! 
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LOW BACK PAIN 
Announcing a 
New Principle of 
Relief with the 
Bell 

Posture 
Bridge 

by 
TRUFORM 


Patented 


' Eases facet impingement in the lumbo-sacral area by means 
of entirely unique 3-point pressure. Observe in the photo 
these key features: 

Exerts Positive Forward Thrust to tilt the pelvis, by (az 


direct contact of the lower pressure pad with the pos- 
terior surface of the sacrum. os 
Corrects Posture Defect, even excessive lordotic lumbar = 
curvature...with the upper pressure pad acting as B= 
a fulcrum. 

Makes No Other Contact along the back, between the 
Ae with oft Toute Bridge’s two “piers” ... there is no interference with the 
Anatomical Sup- positive pressure of the two pads. 
ports, this Bell Pos- =D Applies Controlled Counter-Pressure by means of 
ture Bridge is “z the tightly-pulled straps. 
“ : “Seeing Is Believing” ...so welcome the Truform fitter in 
ee nly from your city, Doctor, when he calls to show you this new Bell 
Appliance Posture Bridge. Only by actually examining and applying 
Dealer” this unique support can you fully appreciate its perfect 

adaptability to the relief of low back pain. Over 500 

patients... with and without sciatic involvement... have 
already proven the Bell Posture Bridge during its develop- 
ment and clinical evaluation. 


Write for “Truform Red Book,” the fully illus- 
trated reference catalog of Anatomically Cor- 
rect Surgical Supports and Surgical Hosiery. 


anatomical supports_ 
3960 ROSSLYN DR., CINCINNATI 9, OHIO 
BRANCHES: New York and San Francisco 
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"HEAT RASH SURE GETS ME 


DOWN- 


I GOTTA GET ME SOME AMMENS; 


Burning and itching of the skin are com- 
mon in overheated job environments or in 
hot weather. Rubbing of sweaty clothes is an 
additional irritant. Chafing often becomes 
stubbornly chronic, especially in the obese. 
AMMENS MEDICATED PowDER gives mechani- 
cal “slippage” and healing medication for 
the sting of chafing. 


AMMENS’ finely triturated talc and starch 
absorb moisture, soothe and heal heat rash, 
prickly heat or diaper rash. Oxyquinolin and 
zinc oxide help prevent bacterial invasion of 
macerated crevices. 

AMMENS is also excellent for the scrupu- 
lous care and hygiene of the feet which are 
so important to the diabetic patient. 


BRISTOL-MYERS COMPANY, 19 West 50 Street, New York 20, N. Y. 


DISTRIBUTOR FOR CHARLES AMMEN CO., ALEXANDRIA, LOUISIANA 
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AMERICAN-GRAY 
DIVERTER VALVE 


EASY TO INSTALL 


BEDPAN RINSER 


American-Gray Diverter Valve. 


installed and 
convenient to use as a 
hoseless bedpan rinser 


Existing flush valve raised to permit short ex- 


tensions on either new or existing installations. Easy to Use 
@ MINIMUM 


MAINTENANCE 


@ HOSELESS 
OPERATION 


American-Gray Diverter Valve placed between 
valve vacuum and toilet. Easy economical istanenens 


Nursing personnel: welcome: 
American-Gray Diverter Valve. Cost-conscious administrators 
like its simple, low-cost installation, minimum maintenance and 
time saving. Acceptable under the most rigid plumbing codes, 
thousands of American-Gray Diverter Valves are saving hours and 


Top, back and side inlets can be accom- dollars in Hospitals and Nursing Homes throughout the world. 


modated with complete piping between 
vacuum breaker and toilet. 
Write to AMSC O's Dept. 714 
A M . R | C A N in Erie, Pennsylvania, 
for detailed inf. tion. 
STERILIZER 


ERIE*PENNSYLVANIA 
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HAY FEVER 

POISON IVY 

POISON OAK OR SUMAC 
SEASONAL ASTHMA 
ROSE FEVER 


(ww Organon 


ORGANON INC. + ORANGE, N. J. 


EASIER CONTROL 
OF SUMMER-TIME 
ALLERGIES 


For the quick relief which ACTH 
gives in summer-time allergies, 
with minimal inconvenience to your 
patient, use Cortrophin-Zinc. Its 
prolonged action permits maximal 
response in rose fever, poison ivy, 
poison oak, sumac, asthma, and 
other allergic manifestations, with 
fewer injections. Each injection lasts 
at least 24 hours in the most acute 
cases to 48 and even 72 hours in 
milder cases. And Cortrophin-Zinc 
is easy to use, being an aqueous 
suspension which requires no 
preheating and flows easily 
through a 26-gauge needle. 


Supplied in 5-cc vials, each cc 
containing 40 U.S.P. units of 
corticotropin adsorbed on zinc 
hydroxide (2.0 mg zinc/cc) 
*T.M.—Cortrophin 

tPatent Pending. Available in other 
countries as Cortrophine-Z. 


tOrganon brand of Corticotropin- 
Zinc Hydroxide 
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has many unique advantages as an antispasmodic-sedative... 


Butibel contains (per tablet or 5 cc.): 
‘BUTISOL SODIUM? 10 mg. ('% gr.) 


Butabarbital Sodium 
“daytime sedative” with less risk of accumulation 
or development of tolerance. 


Ext. Belladonna 15 mg. (% gr.) 


Natural belladonna and Butisol have approxi- 
mately equal durations of action (no overlap- 
ping sedation or inadequate spasmolysis). 
Butibel tablets...elixir... | 
Prestabs* Butibel R-A (Repeat Action Tablets) 


*Trade-mark 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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Each tablet os Sma. amphetamine and Img. Rauwiloid® A N F W E xX PE RI E NC E 
IN MOOD ELEVATION 


Replaces despondency with equanimity 
...without euphoria...without jitters...without 
barbiturate drag. 


Safe for the hypertensive, too. 


DOSAGE: For mood elevation, initially 
1 to 2 tablets after breakfast 
and lunch. 


LABORATORIES, INC., Los Angeles 


FOR OBESITY Rauwidrine curtails appetite without 
the “black mood” feeling of deprivation. 


For NFRyOYS indigestion 


Convertin-H fortifies the important gastric and pancreatic enzymes 
for efficient digestion of proteins, fats, and carbohydrates. 


Convertin-H 


Fortified digestive enzymes 


WITH ANTISPASMODIC 


COMPOSITION: Each Convertin-H tablet contains: 
In sugar-coated outer layer Homatropine Methylbromide.................... 2.5 mg. 


Betaine Hydrochloride 130.0 mg. 
(providing 5 minims diluted Hydrochloric Acid, U.S.P.) 


Oleoresin Ginger 


In enteric-coated inner core Pancreatin (4 X U.S.P.)................0020005- 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 


Desoxycholic Acid 
DOSE: One or two tablets with or just after meals. 
SUPPLIED: In bottles of 84 and 500 tablets. 


Send for Samples A B. F. ASCHER & COMPANY, INC. Ethical Medicinals * Kansas City, Mo. 
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NEW INTRAMUSCULAR IRON PROVIDES 
PRECISION THERAPY, PROMPT RESPONSE 


IMFERON,® the new intramuscular iron-dextran 
complex, was introduced to American hematol- 
ogists at the Sixth International Congress of 
the International Society of Hematology held 
in Boston, August 27 to September 1, 1956. 
Recent experience from over 6 million injec- 
tions has shown that this iron preparation is 
easy to administer, notably free from toxic ef- 
fects, quickly absorbed and productive of rapid 
hematologic and clinical improvement. It has 
been termed “...the only therapeutically effec- 
tive iron preparation for intramuscular use....”" 
IMFERON meets the need for a safe, effective 
agent when parenteral iron is preferable for 
patients with iron deficiency anemia who are 
resistant or intolerant to oral iron, those with 
depleted iron reserves and those who require 
rapid restoration of hemoglobin, e.g. last tri- 
mester of pregnancy. 

Previous parenteral iron preparations were 
unsatisfactory because of toxicity, pain on 
injection, or because they contained insufficient 
iron. IMFERON contains the equivalent of 5 
per cent elemental iron. It is more stable than 
iron saccharate both in vitro and in vivo and 
does not precipitate in plasma over a wide pH 
range. It is isotonic with tissue fluids and has 
a pH of 5.2 to 6.0' Utilization for hemoglobin 
formation is almost quantitative. 

Precision Therapy with IMFERON: Before treating 
a patient with IMFERON, total iron requirement 
is calculated by formula or determined from a 
convenient dosage chart. Then appropriate 
amounts of IMFERON are injected daily or 
every other day, until the total calculated 
required amount is given. 

Iron Deficiency Anemia of Infancy: IMFERON pro- 
vides a convenient safe means for restoring 
hemoglobin levels and iron reserves in anemic 
infants. Excellent results were obtained by 
Gaisford and Jennison® with IMFERON in 100 
iron-deficient infants. From a pretreatment 
average of 54.5 per cent, hemoglobin levels 
rose to 87 per cent 10 weeks after the start 
of therapy. 

References: (1) Brown, E. B., and Moore, C. V., in 
Tocantins, L. M.: Progress in Hematology, New York, 
Grune & Stratton, Inc., 1956, vol. I, p. 25. (2) Gais- 
ford, W., and Jennison, R. F.: Brit. M. J. 2:700 (Sept. 
17) 1955. (3) Wallerstein, R. O.: J. Pediat. 49:173, 
1956. (4) Sturgeon, P: Pediatrics 18:267, 1956. 
(5) Jennison, R. F, and Ellis, H. R.: Lancet 2:1245 


(Dec. 18) 1954. (6) Scott, J. M., and Govan, A. D. T.: 
Brit. M. J. 2:1257 (Nov. 27) 1954. (7) Grunberg, A., 


Clinical improvement paralleled this response. 
Premature infants and surgical cases were 
similarly benefited. IMFERON gave “...all the 
advantages of transfusion or intravenous ther- 
apy without the disadvantages.”” There were 
no side effects in any of the infants treated. 
Wallerstein® confirmed these results, furnishing 
evidence that IMFERON is well absorbed and 
appears in the bone marrow 12 to 24 hours 
after injection. Results are equal to those with 
intravenous saccharated iron oxide without the 
unpleasant side effects. Sturgeon‘ showed that 
the first year’s iron requirements in infancy can 
be supplied with three injections of IMFERON. 
Iron Deficiency Anemia of Pregnancy: Nausea pre- 
cludes oral iron therapy in many anemic preg- 
nant women. In those with severe anemia who 
are first seen late in pregnancy, prompt 
hemoglobin regeneration is unobtainable with 
oral iron. IMFERON produced prompt hemo- 
globin responses in anemia of pregnancy,” the 
results being similar to those obtained with 
intravenous saccharated iron oxide. Side effects 
were virtually absent with IMFERON.”® 


Resistant Hypochromic Anemia: Patients who do 
not respond to oral iron, those who cannot take 
oral iron and those with gastrointestinal pathol- 
ogy respond well to injections of IMFERON.’" 
While oral iron is of little value in treating 
the anemia of rheumatoid arthritis, IMFERON is 
“...as beneficial as intravenous iron and easier 
to administer.”® 

Present Studies: Published reports and recent 
findings of clinical investigators confirm the 
effectiveness and safety of IMFERON for hemo- 
globin regeneration and creation of iron stores. 
More than 70 studies are now being completed 
in the United States. Reports stress prompt 
hemoglobin response, ease of administration 
and freedom from side effects. Clinicians desir- 
ing additional information should request 
Brochure No. NDA 17, IMFERON, Lakeside 
Laboratories, Inc., Milwaukee 1, Wisconsin. 


and Blair, J. L.: A.M.A. Arch. Int. Med. 96:731, 
1955. (8) Millard, J. B., and Barber, H. S.: Ann. 
Rheumat. Dis. 15:51, 1956. (9) Baird, I. M., and 
Podmore, D. A.: Lancet 2:942 (Nov. 6) 1954, 
(10) Cappell, D. F.; Hutchinson, H. E.; Hendry, E. B., 
and Conway, H.: Brit. M. J. 2:1255 (Nov. 27) 1954. 
pron Stevens, A. R.: A.M.A. Arch. Int. Med. 96:550 
1956. 


IMFERON® IS DISTRIBUTED BY LAKESIDE LABORATORIES, INC., UNDER 
LICENSE FROM BENGER LABORATORIES, LIMITED. AVAILABLE IN 2-CC. 
AND 5-CC. AMPULS THROUGH YOUR REGULAR SUPPLIERS. 


LAKESIDE 
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Surgical 


PATHOLOGY 
of the HEM ALE 
PELVIS 


A survey of 1,042 


tissue specimens* 


WILLIAM L. SILVERMAN, D.O. 


Philadelphia, Pennsylvania 


I HE PURPOSE OF THE study reported in this 


thesis was to examine and classify, from the pathologic 
viewpoint, a group of surgically excised tissues in order 
to determine what, if any, statistical correlations could 
be found between the presence or absence of pathologic 
change in these tissues, and other pertinent and avail- 
able data concerning the sources of the tissues, indica- 
tions which led to .their removal, and the conditions 
under which they were removed. One thousand and 
forty-two tissue specimens were examined in this 
study ; all of them were from the pelvis of women who 
underwent gynecologic surgery. Complete details as to 
the sources of the specimens utilized in this study and 
the conditions attendant upon their excision are given 
in the second section of this report. 

The particular vantage point in history from which 
the subject matter of this survey was viewed might well 
bear brief elucidation. The position of the pathologist 
who essays in the light of his own specialty to prepare 
a comprehensive review of the modus operandi of his 
fellow specialists such as are both the surgeon and the 
gynecologist is a relatively new one, and therefore not 
without its peculiar difficulties. The references in the 
literature to surveys of pathologic conditions encoun- 
tered in gynecologic surgery are scarce; only two’? 
were found which had been published within the last 2 or 
3 decades. However, the trend toward the utilization of 

*Submitted to the faculty of the Philadelphia College of Osteopathy 


in partial fulfillment of the requirements for the Master of Science de- 
eree, April, 1956. 
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the pathologist’s skill in respect to surgery has been 
steadily mounting.* This fact, combined with the fol- 
lowing brief analysis of the several historical threads 
which make up the texture of modern-day pathologic 
practice in relation to gynecology and gynecologic sur- 
gery, will clarify the motivation which led to the formu- 
lation and execution of this particular project. (Such an 
historical resume as is given here is, of course, not 
meant to substitute for the much fuller accounts to be 
found in all standard medical histories, including those 
for which references are given at the end of this paper ; 
on the other hand, barely touching upon the highlights 
will no doubt be laboring the obvious for those who 
have even a passing acquaintance with the history of 
medicine. However, by bringing these necessarily brief 
accounts of the various specialties into juxtaposition, 
perhaps some new insight may be gained.) 


History of medicine 


All of the specialties are, of course, subtended by 
the development of general medicine. The origins of 
medicine, stemming as they do from the prehistoric 
past, are wholly unrecorded. It can be conjectured that 
both the instinct for survival and early mankind’s rudi- 
mentary traits of compassion and socialization gave 
birth to this calling long before written language be- 


came widespread. 


Medicine is a natural art, conceived in sympathy and born 
of necessity; from these instinctive procedures developed the 
specialized science that is practiced today." 


Life is a dangerous venture . . . medicine can be said 
therefore to begin with the history of disease, and disease is as 
old as life itself.’ 


That this conjectural viewpoint is essentially cor- 
rect receives confirmation from the fact that the records 
of the first literate civilizations—those of Sumer, Baby- 
lon, Assyria, Egypt, China, and India—all present 
accounts of well-established medical professions.** 

Two facts of particular interest in regard to the 
point of view of this paper are gleaned from an early 
point in the history of medicine. The first concerns the 
evolution of our modern concept of disease. Initially, 
of course, all diseases must have been conceived and 
treated from a symptomatic viewpoint. Nevertheless, 
in a number of instances, a more comprehensive view 
was soon attained. 

The Hindus did not stop with a mere enumeration of symp- 
toms. Malarial fever was considered an entity and attributed 
to the mosquito. 

Vague references were made to the transmission of the 
plague of the rat; and diabetes mellitus was diagnosed as “honey 
wine,” the sweetness of which attracted flies. Swelling of the 
abdomen was observed and attributed to disease of the spleen 
and liver, depending on the site of the enlargement. Noticeably 
clear accounts of consumption, rheumatism, tetanus, skin dis- 
ease, insanity and . . . venereal infections were given.* 


The other fact of particular interest is that a 
therapeutic dichotomy appeared very early in the his- 
tory of medicine. In one branch there occurred a large 
admixture of theurgy with medical practice; this was 
usual procedure when dealing with those general dis- 
eases, which, despite such integrating efforts as attempt- 
ed by the ancient Hindus, remained very mysterious. 
This appeal to the supernatural in the face of the un- 
known is, of course, a familiar human characteristic. 
Only as each area of man’s medical ignorance has been 
successively illuminated by the light of knowledge ema- 
nating from the well-known discoveries in medicine— 
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The numerous and 
widespread finds of trephined 
skulls of prehistoric man 
attest to the fact that surgery 
antedates even the earliest 


written records 


from Hippocrates to Galen, from Galen to Vesalius, 
and from Vesalius to Harvey, Pasteur, Lister, and 
down to those who represent modern medical miracles 
of our own day—have the rational aspects of medical 
practice moved in and prevailed. 

The other branch of the dichotomy employed a 
more rational approach, which was predominant in the 
treatment of such understandable matters as trauma.‘ 
It is in this division that the origin of surgery as a 
specialty is seen.® 


History of surgery 


The numerous and widespread finds of trephined 
skulls of prehistoric man attest to the fact that surgery, 
like medicine, also antedates even the earliest written 
records. (That at least some of these finds represent 
neither postmortem alterations nor procedures which 
were immediately and invariably fatal can be deduced 
from the evidences of cicatrization which surround 
some of these artificial openings in the skull.) Further, 
as was true of general medicine, surgical skill was al- 
ready in an advanced stage when first encountered in 
the records of the earliest civilizations. An engraving 
on a tomb dating from about 2280 B.C. depicts what 
Ricci’ states are the earliest known operations : “one on 
the neck, probably incision of a boil, one on the knee, 
and a circumcision.” The Code of Hammurabi (about 
1900 B.C.) makes nine references to surgery.’ By about 
500 B.C., 


Hindu surgeons removed tumors, opened abscesses, employed 
scarification, made punctures, amputated limbs, extracted for- 
eign bodies, performed lithotomies, operated for cataract and 
resorted to the occasional Caesarean. They did not hesitate to 
open the abdomen and repair intestinal injuries. . . .” 


Also, rhinoplasty was well developed in ancient India 
(owing, in large part, to the practice of facial mutila- 
tion as punishment for various crimes) .° 

Surgery continued to progress under both the 
Greeks and the Romans. “Two of [Aesculapius’] sons 
. . . figure in the Homeric poems . . . as warriors 
possessed of surgical skill in the treatment of wounds 
...’™ In Rome, blood vessels were ligated, tumors 
removed, hernias repaired, amputations improved; it 
was a period “culminating in the brilliant skill of An- 
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tyllos (about 150 A.D.) ... famed for his tracheotomies, 
for his treatment of aneurysm by double ligature and 
excision and for his method of cataract aneurysm.”” 

The intimate connection between anatomy and sur- 
gery and the centuries-long ban on human dissection 
which prevailed during the Middle Ages are probably 
sufficient to account for the relative stagnation of sur- 
gery following the time of Galen. Although most of 
the past gains were retained, and throughout this period 
there even were notable individual contributions (for 
example, Roger of Palermo, professor of surgery at 
the medical school of Salerno, was one of the first— 
about the year 1080—to substitute ligatures for the 
hitherto prevalent method of arresting hemorrhage by 
cauterization with hot pitch),}* on the whole, substan- 
tial progress was not again made until the ban on dis- 
sections was partially lifted. The anatomic foundations 
for modern surgery were laid down by such anatomists 
and surgeons as Ambroise Paré, Andreas Vesalius. 
Gabriel Fallopius, Fabricius, William Harvey, and John 
Hunter. Then three salient innovations in the nine- 
teenth century completed the transition to our present 
era: (1) the advancement of blood-transfusion knowl- 
edge; (2) Lister’s antiseptic technic (followed by its 
modification into aseptic surgery) ; and (3) the devel- 
opment of modern anesthesia. 


History of gynecology 


Like those of general medicine and surgery, the 
roots of gynecology go back into the prehistoric past. 
Just as man has always faced the necessity for combat- 
ing disease and for repairing the wounds of accidents 
and violence, so have the phenomena of libido, gesta- 
tion, and birth been ever-present. It is therefore not 
surprising to find that the earliest historical records 
contain discussions on menstrual disorders, sterility, 
contraception, miscarriage, dyspareunia, et cetera. 
These discussions are contained in the Egyptian papyri; 
one of the earliest that contains gynecologic material, 
the Kahun Papyrus, was probably written about 2000 
Bx.” 

The fact that gynecology had already achieved a 
separate existence as a specialty early in the history of 
civilization may be inferred from the following quo- 
tation, taken from the preface to a medical book written 
about 1300 B.C.: 


I have come out from the school of medicine at Heliopolis, 
where the venerable masters of the Great Temple have inculcat- 
ed their remedies within me. I have come out from the Gyne 
cological School of Sais, where the divine mothers have give: 
me their prescriptions.” 


Despite the early and necessary interest in gyne 
cologic matters, the difficulty of acquiring knowledg: 
of the anatomic and physiologic complexities of th: 
female reproductive system was, at that time, an in 
surmountable barrier. Thus the early writings of thi- 
specialty are fraught with innumerable quaint ideas anc: 
superstitions. Speaking of the Egyptians, Ricci’ says. 


. . . they knew nothing about . . . the ovaries and the tubes 
. . . The knowledge of gynaecological disease was extremel) 
vague. Descriptions of diseases are too often limited to symp 
toms. . . . Gynaecological surgery was unknown. . . . Ther: 
are no references to a vesico-vaginal fistula nor to its treatment 


Among the conditions recognized were uterine prolapse 
menstrual irregularities, leukorrhea, and gonorrhea. 
Eight treatises of the Hippocratic Collection are 
essentially gynecologic in content. By that time there 
appeared to be a vague awareness of the tubes and 
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ovaries, although there were still no descriptions of 
diseases of these organs. An additional advance in 
anatomic knowledge was made by Diocles of Carystos 
(about 350 B.C.), who is credited with having discov- 
ered the oviducts.’ 

It was at this time, during the Greco-Roman 
period (from Hippocrates to Galen), that gynecologic 
surgery arose. The vaginal speculum, a most important 
surgical adjunct because of its first making possible 
the removal of cervical growths, was in use at that 
time (at least during the latter portion of that period), 
but the exact date of its introduction is uncertain. The 
earliest unequivocal reference to its existence seems to 
be that of Susruta, the Hindu surgeon of the sixth 
century B.C., who listed this instrument among 121 
surgical instruments of that time. There is some doubt 
as to whether or not either the Egyptians or Hippocra- 
tes possessed this device.7151617 

In gynecologic surgery, as in general surgery, 
anatomic knowledge had to develop before advances 
could be made. Following Diocles’ discovery of the 
oviducts, the connection between these structures and 
the fundus of the uterus was demonstrated by the 
inatomist, Rufus of Ephesus (who resided in Rome 
from 98 to 117 A.D.). This was an improvement over 
the teachings of Herophilos, who taught that the tubes 
were connected to the neck of the bladder. Herophilos, 
however, preceded Rufus by some 400 years. Ricci 
calls Herophilos “the greatest neuro-anatomist of an- 
liquity,” and lists his contributions as including des- 
criptions of the brain, the eye, the duodenum, the 
prostate, and the ovaries. The first to mention the 
iigaments of the uterus was Aretasos. Although Galen’s 
contributions to gynecology were relatively few and 
unimportant, he did describe dissection of the animal 
uterus, and he was among the first to understand the 
function of the uterine tubes in conveying the ova to 
the fundus. He held a number of erroneous beliefs, 
among which (no doubt owing to his having confined 
his dissections to animals) was his considering the 
human uterus to be bicornuate.’ 

Some of the gynecologic operations attributed to 
the Greco-Roman period were the removal of cervical 
polyps, plastic operations for atresia, internal urethrot- 
omy, and hysterectomy for cervical cancer. Although 
no surgical accomplishments are listed for Soranus of 
Ephesus, according to Ricci, he was “from the point 
of view of gynaecological therapy, . . . the greatest 
authority of the ancients.” 

While a detailed scrutiny of the centuries subse- 
quent to Galen might reveal scattered items of interest. 
the essence of those years can most briefly be summed 
up in these words: 

.. . the Hippocratic tradition was entirely lost and medicine 
fell upon dark days . . . gynaecology lingered on as an indefi- 
nite and fragmentary subject throughout the succeeding cen- 
turies. . . . It was refreshed and delineated at intervals . 
and it culminated in the definite creation of the specialty in the 
nineteenth century of the epochal contributions of Ephraim 
McDowell and James Marion Sims.” 


To these two names of men who laid the foundations 
of modern gynecology, Power'® adds Thomas Spencer 
Wells and Robert Lawson Tait in England, Thomas 
Keith in Scotland, Eduardo Porro in Italy, and Pozzi 
in France. Baer?® increases the list still further by add- 
ing the name of Sim’s pupil, Thomas Addis Emmet. 


History of pathology 


One of the most significant observations about the 
jevelopment of gynecologic surgery through the Greco- 
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Roman period was the complete absence of knowledge 
of surgical pathology. This dearth continued through 
the Middle Ages, until the time of John Hunter (1728- 
1793), who is generally credited with being the first 
surgeon to consistently apply pathologic principles to 
the practice of surgery.* Sir James Paget, who lived 
a century later, might be mentioned as one who de- 
cisively furthered this specialty ; his Surgical Pathology 
was published in 1863.71 

The history of pathology might most conveniently 
be divided into five periods, somewhat after the man- 
ner of Darlington: ?? (1) Pre-Pathologic Period (prior 
to 1600); (2) conception (1600 to 1800); (3) birth 
(1750-1850) ; (4) growth (1850-1900) ; and (5) ma- 
turity (since 1900). 

During the first period, extending back to Hip- 
pocrates and Galen (six of whose thirty-two books 
were on pathology, in Darlington’s”? words, “... pa- 
thology was largely a myth . . . however, it was... 
a direct reflection of medicine itself... .” It was only 
at the close of this period, with the labors (mostly post- 
mortem studies) of three men and the publishing of 
their works, that the way was prepared for the separa- 
tion of pathology from general medicine. These men 
and their works were: Antonio Benevieni (1507, De 
Abditis Causis Morborum); Girolamo  Fracastoro 
(1530, Syphilis Sive Morbus Gallicus, and 1546, De 
Contagione ; and Andreas Vesalius (1543, De Fabrica 


‘“Humani Corporis).?° 


The second period in the history of pathology has 
been aptly termed by Darlington the “Period of Con- 
ception” ; an over-all view of these two centuries (1600- 
1800) bears out his description, in which he says, “In 
this period, many seeds are sown which later are to 
bear rich fruits in the birth of pathology.” Some of 
the familiar, notable names of that period are Malpighi, 
Morgagni, the Hunters, and Bichat. Many of the bio- 
logic disciplines trace their origins to that time ; among 
the early microscopists, for instance, were Jansen, 
Kircher, Robert Hooke, Anton van Leeuwenhoek, and 
Jan Swammerdam. The work of Malpighi is com- 
monly considered to have laid the foundation of his- 


One of the most significant 
dation about the 
development of gynecologic surgery 
through the Greco-Roman period 

was the complete absence of 


knowledge of surgical pathology 
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One of the early (1679) publications of that period 
was Sepulchretum by Theophilus Bonet. This work 
contained a collection and classification of postmortem 
examinations. John Astruc, a French gynecologist, 
published one of the first works on tumors and ulcers 
worthy of note. The first work on percussion was 
published in 1751 by Leopold Auenbrugger, a work 
based upon many post-mortem observations, illustrating 
how the advance of medicine is so frequently based 
upon keen pathologic observation.”* 

Of relevance to the topic of this paper was the 
trend, at the end of the Conception Period, toward 
correlating morphalogy with function and dysfunction. 
In this connection three names are particularly promi- 
nent: Morgagni, Bichat, and Matthew Baillie (Morbid 
Anatomy, 1793). Of Morgagni’s writings, Darlington** 
says they constitute the true foundation of modern 
pathologic anatomy. Speaking of Bichat (who, it might 
be remembered, in further tribute to his genius, died 
in his thirtieth year), Nordenskiold** writes: 

In his writings Bichat shows himself above all a medical 
man; the functions of the body are invariably described in close 
relation to its morbid changes and to the manner in which they 
should be treated. Pathological anatomy engages his interest 
quite as much as normal anatomy, and postmortem examinations 
formed a considerable part of his practical work. 


Early in the nineteenth century, another work based 
on extensive pathologic studies was published ; this was 
Réné Laénnec’s Traité de lauscultation médiate.** 
Thus began a century studded with many brilliant ad- 
vances in pathology. There was, in the first half of 
the century, the work of Richard Bright, Thomas Ad- 
dison, Thomas Hodgkin, Robert Graves, William 
Stokes, Johannes Miller, Carl Rokitansky (“who made 
over thirty thousand post-mortems in his life’”®*), Jacob 
Henle, Albert von Kolliker, Max Schultze, Samuel 
Gross, and many others. Summarizing this highly pro- 
ductive period, 

. various pathological conditions with relationship to their 
clinical syndromes are being discovered and described. 
The teaching of pathology as a special subject is first being 
made . Clinical laboratory procedures are first intro- 
duced. . . 


By way of emphasizing how relatively recent are 
some of the pathologic concepts brought to bear in this 
paper on gynecologic surgery, attention is directed to 
the work of Pierre Charles Alexandre Louis (1787- 
1872), who (in addition to his researches on tubercu- 
losis and typhoid fever—his published work in 1829 
on “fievre typhoide” gave the latter disease its name) 
is credited with being the founder of medical statis- 
ties.* 

There was, of course, no sharp natural division 
between the first and last halves of the nineteenth cen- 
tury, but so far as the development of pathology is 
concerned, it would not be too far-fetched to consider 
the year 1858 as such a midpoint—for that was the 
year of publication of Rudolf Virchow’s Cellular Pa- 
thologic.2* It was largely this work and its integrating 
effect on the many well-developed but scattered phases 
of pathology that earned for Virchow the title “Father 
of Pathology.” Speaking of the situation prior to the 
publication of Virchow’s book, about the year 1850, 
Long*® said: 


The major facts in the gross representation of disease had 
been assembled. Building on the far from unsignificant gross 
pathology of the seventeenth and eighteenth centuries, Lancisi, 
Valsalva, Morgagni, Sandifort, Senac, Corvisart, Laennec, 
Louis, Gerhard, Bright, Addison, Hodgkin and scores of col- 
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leagues and contemporaries, had established pictures of disease 
in the various organs not easily surpassed. The accumulation of 
isolated details was fast rendering some sort of cementing doc- 
trine imperative. 

Then, appraising the integrating influence of Virchow, 
Long** continued : 

He proceeded to rebuild pathology on his true conception 
of the human body as an organized cell state, a social system 
of continuous development, in which each microscopic unit per- 
formed its part. All fields cof pathology were cleared by the 
new knowledge. Inflammation, tumor growth, degenerations, 
etc., were to be thought of now in their cellular relations, and 
in each of these fields Virchow himself led the way in bringing 
about the change. The physician of today can scarcely conceive 
how great a revolution this was. One who from his earliest 
student days has heard every phase of anatomy, embryology, 
neurology, physiology and pathology discussed in terms of cells, 
can hardly picture a state of medical knowledge in which these 
cells had no part. We are all cellular pathologists today, taking 
our post-Virchovian cellular sense for granted. 


Thus one can readily appreciate that it is not ex- 
aggeration when Darlington”? asserts that Cellular Pa- 
thology has been largely responsible for the firm footing 
on which pathology rests todav. 

Virchow was indeed a giant among giants, for in 
the latter half of the nineteenth century lived some of 
the world’s most brilliant biologic and medical scientists. 
Among them were Pasteur, Koch, Remak, Thiersch, 
Waldmeyer, Billroth, Paget, Hutchinson, Mendel. 
Traube, Cohnheim, Klebs, Weigert, His. Metchnikoff, 
von Frerichs, Flemming, Osler, Naunym, von Reck- 
linghausen, Rindfleisch, Ponfick, Orth, Hoppe-Seyler, 
Salkowski. Raynaud, Hanot, Gaucher, Grawitz, Kru- 
kenberg, Banti, Wilm, et cetera. 

Again in closer concern with the subject matter 
of this paper, it is of interest to note that the Viennese 
surgeon, Theodor Billroth (1829-1894), was a staunch 
exponent of surgical pathology who constantly empha- 
sized research in pathologic history as the rational basis 
for advance in surgery.”" 

By the close of the nineteenth century, pathology 
was firmly established as a separate specialty of medical 
science. Laboratory. technic—mounting, preserving, 
injecting, sectioning, staining—had reached a high state 
of evolution. Surgical pathology was increasingly be- 
coming a part of surgical training. Cellular pathology 
had already been to revise some of the earlier con- 
cepts of disease. Bacteriology, immrnology, and serol- 
ogy were making important contributions to basic 
medical science and to therapeutics. Darwin’s concepts 
of evolution were by then widelv accepted, and the 
hitherto unacclaimed work of Gregor Mendel was 
about to be rediscovered. 

The modern period of patholovy is one in which 
this specialty is not only firmly established but its great 
importance in the over-all organization of medicine has 
come to be fully realized. The number of prominent 
workers in this field is very great. We are, of course, 
too close to these men to attempt to evaluate their con- 
tributions, but many of them are familiar to us as 
teachers, as writers of textbooks, contrib-itors to the 
scientific literature, and fellow workers. 


Current trends 


Meanwhile, new and changing social forces are 
having their repercussions in medicine. An apparently 
growing portion of the lay public is servtinizing its 
doctors. The medical profession itself is becoming in- 
creasingly self-critical. Surgery in particular has re- 
ceived a fair amount of criticism.*:* 
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In respect to gynecologic surgery, the situation is 
even more intensified. No less a noted surgeon than 
I. S. Ravdin®® has spoken of the large number of seem- 
ingly needless operations (those in which the excised 
tissue is nonpathologic) in this field as the “‘rape of the 
pelvis.” 

Not unmindful of these facts, surgeons and pa- 
thologists alike have striven, and are striving, to set 
their own houses in order. One method to such an end 
has been the establishment of tissue committees. More 
and more hospitals are setting (and raising) their sur- 
gical standards by the findings of the tissue committee. 
Pierre Louis’ pioneering work in medical statistics has 
reached a new high point in our modern statistical 
outlook.?? 

While it is extraneous to the purpose of this paper 
to consider the reasons underlying the state of affairs 
in present-day gynecologic surgery, common-sense con- 
jecture might reveal some of the conditions that would 
tend to make pelvic surgery more prone to abuse. 
Among these might be listed the relative ease and rela- 
tively lesser mortality connected with surgery in this 
area, under modern conditions of asepsis and anes- 
thesia. Another might be prevailing social conditions ; 
for example, patients in this country not infrequently 
request such operations. An additional example of the 
influence of social conditions could be found in the 
extent that socially permitted or tolerated sexual pro- 
iniscuity is reflected in the incidence of pelvic pathology. 

It is, however, to the precise point of this paper, 
and its underlying project, to establish the extent of 
surgical excision of nonpathologic tissue. It is recog- 
nized that there may, despite the most high-minded 
intention and practice, always be a certain proportion 
of such cases; their absence, in fact, could indicate an 
ultraconservative and medically unsound policy on the 
part of the surgeon. However, the critical point where 
good practice leaves off and medical and social evil 
begins is indeterminate, and the task of approximating 
a definition of that point must be left to those better 
qualified to deal with it; I am content to furnish the 
pathologic findings. 

One further purpose may be ascribed to this proj- 
ect. The young surgeon, in addition to his formal train- 
ing, derives much of his education from his colleagues. 
Inasmuch as the findings of this project may reveal 
some current surgical failings, it is not unlikely that 
some of the secondhand information thus passed on to 


Over 100 million Americans have hospitalization in- 
surance, covering as a rule only part of their hospital 
bills for short-term stays in general hospitals. A majority 
of these people have hospital surgery partly covered. 
About two persons in a hundred have health insurance 
which provides, and covers the cost of, nearly all their 
physicians’ services and nearly all of their short-term 
hospitalization. You will have in mind that most long- 
term hospitalization for most of the population is sup- 
ported by group payment via taxation. 

Today the principle of group payment is accepted. 
Its advantages become apparent to people when they 
have experienced even a little of it. The issues just ahead 
are: for the people who have no health insurance—how 
can we get some of it? For the people who have health 
insurance covering part of their health services, the issue 
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Moving forces in medical care 


the young surgeon by his colleagues may actually 
amount to miseducation. In regard to such misinforma- 
tion, the findings of this paper may provide a degree of 
corrective caution—a modicum of pathologic hindsight 
to help shape the surgeon’s foresight. For, as William 
Boyd* has written, and with this I firmly hold: 


The surgery of today is based on pathology. Unless he 
builds on that solid foundation the surgeon is no better than a 
hewer of flesh and a drawer of blood. 

300 Spruce St. 
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is—how can we get more services covered? Popular 
attention is slowly focusing on scope of benefits. That 
is: What do we get for our health insurance money? 
How much do we have to pay for medical care and hos- 
pitalization outside our health insurance? 

If, as there is good reason to believe, some millions 
of Americans are now asking or are beginning to ask 
such questions, then within a comparatively few years, 
group payment will be the method of paying for medical 
care for nearly all the people and for most of their phy- 
sicians’ and hospital services, probably for some other 
services also. But what kind of group payment? How 
much of the expansion of group payment will be via in- 
surance, how much via taxation? What kinds of health 
insurance will be prevalent?—Michael M. Davis, Ph.D., 
American Journai of Public Health, May 1957. 
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Kansas City, Missouri 


I HE MAIN OBJECTIVE of this study was to 
evaluate a modified serum glutamic oxaloacetic transa- 
minase (GOT) test’? as a practical laboratory aid in 
the diagnosis of myocardial infarction, related cardiac 
problems, and other disease entities that are noncardiac 
in origin. This paper represents an extension of a pre- 
liminary report published by the senior author.’ 

An extensive body of research information has 
emerged since LaDue and his co-workers* published 
their original paper on GOT studies in 1954 and sub- 
sequent articles in 1955.5* Currently the literature is 
replete with experimental and clinical studies concern- 
ing transaminase values in various disease states. To 
review adequately this rich source of information is a 
monumental task, and no effort will be made to do so 
in this paper. The findings of LaDue and his associates 
have been repeated by many observers and more re- 
cently modified and simplified. The interested reader 
may refer to the bibliography for further sources of 
information.*** 

Recent reports’ of studies of transaminase in the 
spinal fluid as a potential diagnostic aid in cerebral 
thrombosis are encouraging. In our own laboratory, in 
preliminary investigations, we have found evidence of 
GOT activity in urine. 

Certain salient features have emerged from the 
mass of experimental and clinical data, and these fea- 
tures will be briefly reviewed: 

1. Serum glutamic oxaloacetic transaminase 
(GOT) is normally present in all human sera. The 
normal range of activity varies from 8 to 40 units, with 
a mean of 20 units. 

2. GOT, widely distributed in animal tissues, is 
found in greatest concentration (activity) in heart 
muscle, and in skeletal muscle, brain, liver, and kidney 
in decreasing amounts. 

3. Elevation of GOT has been noted in conditions 
in which there is active destruction of heart muscle, 
skeletal muscle, kidney, or liver. Destruction of these 

*Study supported in part by grant funds from the National Heart 
Institute. 
tDirector of the Division of Cardiovascular Diseases, Kansas City 


College of Osteopathy and Surgery, and Director of United States Public 
Health Service. Grant HT 5026 (c). 


tSenior Student, Kansas City College of Osteopathy and Surgery, 
recipient of undergraduate research grant award from the National Heart 
Institute. 
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tissues may result from circulatory, infectious, toxic, 
or traumatic agents. 

4. Elevation of GOT levels has been found con- 
sistently in myocardial infarction. There appears to be 
a rough correlation between the height of the GOT 
activity and the size of the infarct. 

5. GOT activity is not elevated in infectious, de- 
generative, neoplastic, metabolic, reactive, or allergic 
diseases unless there is associated acute destruction of 
heart muscle, skeletal muscle, liver, or kidney. GOT 
levels are not increased by angina pectoris, coronary 
insufficiency, heart failure, or by cardiac medications 
such as digitalis, in the absence of acute heart cell de- 
struction. 

6. Rheumatic fever with active carditis is fre- 
quently accompanied by elevation in GOT activity."® 

7. GOT activity usually rises within 12 hours after 
acute myocardial infarctions, and the rise may persist 
as long as 6 days. Usually a peak value is found from 
24 to 36 hours after infarction with a gradual decline 
to normal by the fifth or sixth day. 

8. Patients with various liver diseases, including 
malignant metastasis, show increased GOT values, 
usually of marked elevation and lasting well beyond 
the 6-day period observed in myocardial infarction. 
GOT levels elevated in obstructive jaundice fall 
promptly following surgical relief of the obstruction. 


Methods and materials 


The original method for determination of GOT 
activity used by Karmen, Wroblewski, and LaDue’® has 
been modified and simplified by Steinberg, Baldwin. 
and Ostrow? of the National Institutes of Health and 
George Washington Medical School, and adapted for 
use with a specially calibrated Bausch and Lomb Spec- 
tronic 20 Colorimeter. For details of this procedur: 
the reader is referred to their paper describing th: 
technic in detail. After personal communication regard 
ing the modified and simplified procedure, the technic 
was set up in our laboratory. In our experience it ha- 
proved as satisfactory and reliable as the origina’ 
method. With experience in the performance of th: 
tests, a minor alteration in the procedure was made. 
reagent blank was found to be unnecessary and a wate) 
blank was substituted, since both blanks gave the sam« 
colorimeter readings and identical values. Any con 
scientious and careful laboratory technician can b: 
readily taught to perform the test and calculate th: 
results. Since the reagents for transaminase determina 
tions are highly unstable, they should be made up jus! 
prior to performing the test. 

A minimum of four determinations, one each day 
for 4 successive days, was an objective of the study. 
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In the majority of cases four blood specimens were 
obtained and in some five specimens were drawn. How- 
ever, in a number of instances it was not possible to 
get the desired number of samples. Blood specimens 
were allowed to clot at room temperature and then 
centrifuged to separate the serum. Care was exercised 
to prevent hemolysis, which elevates the GOT level. 
The bottle of clear, unhemolyzed serum was then stop- 
pered and placed in the refrigerator. GOT levels were 
determined twice weekly at the beginning of this ex- 
periment, and later at more frequent intervals. GOT 
levels remained stable for several days at low tempera- 
tures (90 per cent of activity for 4 days at refrigerator 
temperatures). One hundred and sixty-four GOT de- 
(erminations involving 55 cases were done in this study. 
Sera were also studied for sodium and potassium 
values using the flame photometer. 

The following is a breakdown of cases studied: 18 
(32.6 per cent of those studied) were cases of myo- 
cardial infarction in which GOT levels were obtained 
on patients hospitalized immediately upon manifesta- 
tions of symptoms; 3 (5.5 per cent of those studied) 
were cases of myocardial infarction experienced days 
to weeks prior to admission; 22 (40 per cent of those 
studied) were cases of cardiac disease other than myo- 
cardial infarction, including such conditions as coro- 
uary insufficiency, blocks, strains, hypertrophies, de- 
compensations, and cor pulmonale; 4+ (7.4 per cent of 
those studied) were cases of hepatic disease; and 8 
(14.5 per cent of those studied) were miscellaneous 
conditions such as insulin shock, endometriosis, chole- 
cystitis, viral pneumonia, and diabetes. 

Clinically, myocardial infarction was diagnosed on 
the basis of history, physical examination, clinical 
course, and electrocardiographic changes. Cases were 
not considered myocardial infarction unless there were 
typical and characteristic positive electrocardiographic 
findings, including abnormal Q waves, S-T segment 
changes, T wave changes, and progressive and charac- 
teristic changes on serial electrocardiographic studies. 

Of the 18 cases meeting the criteria for myo- 
cardial infarction and diagnosed as a recent infarction, 
all had GOT levels elevated well above the upper limits 
of normal (40 units). Figure 1 is a composite graph 
showing average GOT values and the maximal and 
minimal curves obtained in recent infarctions. 


=O Median GOT curve 
Typical maximum curve 


-——O Typical minimum curve 


Units of GOT activity 


Normal range 


3 
Days after acute myocardial infarction 


Fig. |. Average GOT levels in acute 
myocardial infarction 
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It was not possible to determine the exact time of 
the acute coronary episode in each case studied because 
of such factors as delay in hospitalization, and inability 
of patients to give accurate histories; hence, the rela- 
tionship of time-lapse to transaminase levels was not 
always known. It is probable that blood was drawn 
for GOT studies before a rise in activity could be an- 
ticipated, in patients hospitalized immediately after 
infarction occurred or while GOT levels were on the 
upswing. Conversely, patients who were hospitalized 
late in the course of an infarction might show levels 
which were on the downswing even though elevated 
above normal, and therefore these levels would be below 
those anticipated in an infarction. Thus, a composite 
graph derived from averages may not give a truly ac- 
curate and typical GOT curve. However, in 16 of 18 
cases of acute infarction (89 per cent) where time 
factors were reasonably well known, there was the ex- 
pected peak level within 24 to 36 hours. 


Case histories 


Following is a summary of several typical cases. 

Case 1. A 59-year-old male was admitted to the 
hospital with a chief complaint of sharp knifelike pain 
in the chest with radiation to both shoulders, accompa- 
nied by dyspnea. This patient was hospitalized about 2 
hours after the onset of acute symptoms. Blood for 
transaminase study was drawn within 2 hours after 
admission, and had a test value of 10 units. On the 
following day the GOT level was 143 units, and on the 
next 2 days values of 118 and 62 units were obtained. 
Serial electrocardiographic (ECG) studies revealed evi- 
dence that posterior wall myocardial infarction had 
recently occurred. 

It was felt that in this case the initial GOT level 
of 10 units was obtained before a rise in the level could 
be anticipated, and subsequent GOT levels revealed the 
true status. The patient was maintained under intensive 
coronary regimen and dismissed on the twenty-fourth 
hospital day in satisfactory condition. 

Case 2. A 51-year-old male was admitted to the 
hospital with a chief complaint of pain in the chest 
radiating down the left arm, on the day prior to admis- 
sion. Blood for transaminase study was drawn on the 
morning of the second hospital day and for the next 2 
days. Values obtained were 129 units, 112 units, and 77 
units. Serial ECG studies revealed evidence of recent 
anterolateral myocardial infarction. The clinical course 
was consistent with myocardial infarction. 

Case 3. A 44-year-old male entered the hospital 
with a chief complaint of substernal pain radiating 
down both arms, and nausea, on the morning of admis- 
sion. Blood for transaminase study was drawn on the 
morning following admission and for the next 4 days. 
GOT values were 157 units, 71 units, 59 units, 55 units, 
and 31 units. ECG studies revealed evidence of recent 
anteroseptal myocardial infarction. The clinical course 
was consistent with the diagnosis of myocardial in- 
farction. 

Case 4. A 41-year-old male was admitted to the 
hospital with a chief complaint of pain in the chest with 
radiation to both shoulders and arms, down to the el- 
bows, with nausea, for the week prior to admission. 
Pain became worse on the day prior to admission. 
Blood for transaminase study was drawn on the day 
after admission and on the following 2 days, with 
values of 147 units, 122 units, and 35 units. Serial 
ECG studies revealed evidence of recent anterior myo- 
cardial infarction. The clinical course was consistent 
with this diagnosis. 
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Fig. 2. Average curve in cardiac conditions 
other than myocardial infarction 


Case 5. A 67-year-old female was admitted to the 
hospital with a chief complaint of “sudden weak spell, 
cold sweat, and pain in the jaws.” No other history 
indicating a cardiac problem could be elicited. Hospi- 
talization was prompt and transaminase studies were 
performed on the day of admission and for the next 4 
days. The following values were obtained: 83 units, 
67 units, 68 units, 38 units, and 27 units. Serial ECG 
studies revealed evidence of recent posterior wall myo- 
cardial infarction. The clinical course was consistent 
with this diagnosis. 


The following case is of interest because of de- 
layed findings on electrocardiographic study, but prompt 
GOT level elevation. 


Case 6. A 68-year-old male was admitted to the 
hospital with a chief complaint of pain in the right 
subcostal area, on the day prior to admission. The 
clinical impression favored a diagnosis of cholecystitis. 
An ECG was taken on admission and blood for 
transaminase study was drawn, mostly on a routine 
basis because of the age of this patient. The ECG 
revealed evidence of occasional premature ventricular 
contractions, paroxysmal ventricular tachycardia, non- 
specific ST-T changes, which were believed to be 
anoxic in origin, and sinus bradycardia. The GOT 
level on the day of admission was 83 units and on the 
following day was 95 units. Subsequent ECG studies 
revealed evidence suggestive of a possible recent pos- 
terior wall myocardial infarction. Further study on 
this patient was not possible as he was uncooperative 
and left the hospital. 


The next case is interesting, as we feel it illustrates 
a case of coronary insufficiency with the development of 
occlusion and infarction while the patient was still in 
the hospital. 


Case 7. A 75-year-old male was admitted to the 
hospital on June 23, 1956, with a history of pressure- 
like pain in the precordial area, nonradiating, on the 
day prior to admission. The ECG taken on entrance 
to the hospital showed a borderline record demonstrat- 
ing minor T wave changes in the early chest leads. 
Electrocardiograms were run for the following 3 days 
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and interpreted as myocardial ischemia. Blood for 
transaminase was drawn on the day of admission and 
for the next 4 days, with the following values obtained : 
17 units, 12 units, 8 units, 13 units, and 9 units. A 
diagnosis of coronary insufficiency was made and the 
patient progressed satisfactorily and was to be released. 
However, on June 27 at 2:30 a.m., he had an attack of 
chest pain and residual mild chest discomfort in the 
precordial area. An ECG study revealed evidence of 
nonspecific ST-T changes which were more pronounced 
than in previous records and myocardial ischemia. The 
following day the ECG tracings were interpreted as 
ST-T changes suggestive of a possible recent myo- 
cardial damage. GOT level on this day and on the next 
2 days showed an increase from the previous value of 
9 units to 84 units, 66 units, and a final drop to 32 
units. Serial ECG studies revealed evidence suggestive 
of a recent anterior wall myocardial infarction. ECG 
taken July 5 demonstrated healing phase of a very re- 
cent anterior wall myocardial infarction. The clinical 
impression indicated coronary insufficiency with a later 
occlusion and myocardial infarction. 


Figure 2 represents an average GOT curve on pa- 
tients with cardiac problems other than infarctions, and 
includes such conditions as strains, blocks, hyper- 
trophies, insufficiencies, heart failure, and arrhythmias. 
Of the 22 cases studied, only 2 (9.1 per cent) showed 
GOT levels over the upper limits of normal (40 units). 
These two cases will be discussed later. 

GOT levels were of value in excluding myocardial 
infarction in several instances. 


Case 8. A 57-year-old male was admitted to the 
hospital with a chief complaint of pain in the chest 
which radiated down both arms, and numbness of the 
arms and hands. Symptoms had been present for the 
last 3 weeks and were usually noted after eating. Blood 
for transaminase studies was drawn on the day after 
admission and for the following 4+ days. Values ob- 
tained were 34 units, 24 units, 22 units, 31 units, and 
21 units. ECG studies read by a member of the De- 
partment of Internal Medicine were felt to be indicative 
of a recent posterior wall myocardial infarction. In the 
opinion of the senior hospital cardiologist, however, the 
ECG changes did not meet the criteria for infarction, 
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Fig. 3. Average of GOT levels in cases of 
myocardial infarction known to have occurred 
days to weeks prior to entry 
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and the case was not classified as such. The patient 
made an uneventful recovery under appropriate medical 
management and was discharged on the twenty-seventh 
hospital day. 

Case 9. A 53-year-old male was admitted to the 
hospital with a chief complaint of “my stomach fills up 
with gas” and of pain in the chest with radiation down 
both arms to the elbows. Report on serial ECG studies 
bore the following notations: “minimal myocardial 
ischemia,” ‘“‘marked myocardial ischemia, exclude possi- 
bility of a recent myocardial infarction,” “coronary in- 
sufficiency,” mild myocardial ischemia,” “minimal myo- 
cardial ischemia,” and “nonspecific ST-T changes.” On 
the last graph the senior cardiologist also reported, 
“This record shows a progressive return to normal 
compared with the previous records reported, and is 
consistent with the diagnosis of coronary insufficiency 
without occlusion or infarction.” Blood for transami- 
nase study was obtained on the first day of hospitaliza- 
tion and for the next 4 days with the following GOT 
values: 16, 14, 19, 30 and 20 units. The patient made 
an uneventful recovery under medical management and 
was dismissed in a wheel chair on the sixth hospital day. 


Case 10. A 61-year-old male was admitted to the 
hospital with a history of chest pain following a meal. 
There was radiation of the pain down both arms to the 
elbows, accompanied by weakness, nausea, and a cold 
sweat. ECG study revealed left bundle branch block, 


and upon serial study it was felt by some that changes ~ 


indicative of infarction were present and superimposed 
on the bundle branch block pattern. However, the cri- 
teria for infarction previously established could not be 
demonstrated on serial study. GOT levels were deter- 
mined on the day of admission and for the next 3 days 
with the following values: 23, 23, 23, and 17 units. 
The patient was treated as possibly having a coronary 
occlusion, and was dismissed on the fourteenth hospital 
day for home care. 

The following cases represent examples of GOT 
level elevation in the absence of proved myocardial in- 
farction : 


Case 11. A 51-year-old female was admitted to the 
hospital with a chief complaint of difficulty in breathing 
and “feeling weak” for the past 6 months. Physical 
examination revealed pitting edema of the ankles and 
legs and a distended abdomen which was tympanitic on 
percussion. The neck veins were distended with the 
patient in a sitting position. Auscultation of the heart 
revealed a systolic murmur heard best at the apex and 
an irregular rhythm. The blood pressure was not ob- 
tainable. A single ECG was taken and reported as evi- 
dence of sinus tachycardia and complete left bundle 
branch block, but was accompanied by a notation that 
recent myocardial infarction could not be ruled out 
without further studies. A blood specimen for trans- 
aminase study was obtained on the day of admission 
and another sample the following day; values were 82 
units and 54 units. The patient died on the third hospi- 
tal day. Autopsy was performed and no evidence of 
infarction was found. [inal autopsy diagnosis included 
acute myocardial failure, cardiac hypertrophy and dila- 
tation, fatty infiltration of the heart, pulmonary edema, 
pulmonary embolism, bronchopneumonia, hydrothorax, 
ascites, hepatic necrosis, and fatty infiltration of the 
pancreas. 

In the above case it was thought that perhaps ter- 
minal hepatic necrosis might have contributed to the 
elevated GOT level. On the other hand, it is possible 
that conventional postmortem methods may not detect 
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Fig. 4. Average GOT levels in diseases other 
than cardiac or hepatic disease 


minimal myocardial changes responsible for elevation 
of GOT levels in acute insufficiency with myocardial 
damage. 

Case 12. A 62-year-old male was admitted to the 
hospital with a chief complaint of loss of consciousness 
on the previous evening and complaints of chest pain 
several days previously. Serial ECG studies revealed 
evidence of ancient anterior wall myocardial infarction 
and myocardial ischemia. Blood for transaminase study 
was drawn on the second hospital day and for 3 days 
thereafter with the following results: 49 units, 23 units, 
16 units, and 24 units. The patient was treated with 
sedation, bed rest, anticoagulants, osteopathic manipu- 
lative treatments, et cetera. He made a good recovery 
and was discharged on the thirty-seventh hospital day. 
In this instance the cause of the elevated GOT level is 
unexplained. A subendocardial infarction several days 
prior to admission was considered, however. 


Three cases were studied in which myocardial in- 
farction was known to have occurred from days to 
weeks prior to entry into the hospital. In no case were 
GOT levels elevated ; on the contrary, levels were quite 
low. Figure 3 is an average composite graph of values 
obtained. 

Four cases of definitely established liver disease 
were studied. Of this number, two patients with hepa- 
titis showed normal GOT levels, while two with other 
liver disorders showed definite elevation of the GOT 
level. 


Case 13. A 45-year-old female, under previous 
treatment for menopausal syndrome, sought admission 
to the hospital because of “weakness” and “eyes ap- 
pearing yellow” for the past week. Icterus index was 
28 units (normal 3-7) and thymol turbidity test was 
5.7 units (normal 0-5). A Bromsulphalein test could 
not be completed because of a reaction to the dve. GOT 
level on the day of admission was 62 units. This was 
the only determination made on this patient. The pa- 
tient was treated conservatively and dismissed improved 
on the sixth hospital day. 


Case 14. An 80-year-old male was admitted to the 
hospital in a semicomatose condition. He had previous- 
lv been treated by his family physician for arterioscle- 
rosis and senility. With conservative management and 
intravenous fluids the patient became coherent and 
oriented on the second day. Extensive diagnostic study 
was carried out, including ECG, x-ray, and laboratory 
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studies. Repeated efforts to visualize the gallbladder 
were without results, and intravenous administration of 
dye revealed only a faint shadow. The liver was defi- 
nitely enlarged. (Incidentally, at this time it was dis- 
covered the patient exhibited situs inversus totalis.) 
Laboratory examinations revealed an icterus index 
varying from 48 to 57 units on four determinations. 
Results of alkaline phosphatase determination was 15 
Bodansky units (normal 2-9). The clinical impression 
was that the patient was suffering from an obstructive 
type of jaundice. Blood for transaminase study was 
drawn on the sixth hospital day and for the next 2 
days, with the following values: 133, 95, and 51 units. 
ECG study revealed evidence of first degree heart block 
and a typical pattern of dextrocardia as seen in situs 
inversus totalis. Under appropriate management the 
patient improved and was discharged on the fourteenth 
hospital day. 


Miscellaneous conditions studied were as follows: 
insulin shock (1 case) ; cholecystitis and cholelithiasis 
(2 cases) ; viral pneumonia (2 cases) ; diabetes and as- 
sociated hemiplegia (1 case); endometritis (1 case) ; 
and cancer of the spleen (1 case). 

Figure 4 is an average composite graph for GOT 
findings in this group of patients. In 1 case of viral 
pneumonitis, there was a GOT level of 50 units on the 
day of admission; only a single test was made. In no 
other cases were GOT levels above normal. 

In conjunction with studies on transaminase val- 
ues, an effort was made to correlate GOT levels with 
changes in serum sodium and potassium, which were 
determined with the flame photometer. No consistent 
pattern could be observed on preliminary studies, but 
further work is in progress. 


Conclusions 


1. The transaminase test is a consistent and practi- 
cal laboratory procedure for diagnosis of acute myocar- 
dial infarction. 

2. The transaminase test is not only an adjunct to 
electrocardiography but contributes information often 
not supplied by the electrocardiogram. Transaminase 
levels may be significantly high in subendocardial in- 
farctions when ECG changes are only suggestive or 
noncontributory to diagnosis (see Addendum). 

3. The new modified and simplified procedure for 
the determination of transaminase levels is as reliable 
as the original, more complicated technic. 

4. No significant correlation between sodium and 
potassium values and GOT levels could be found on 
preliminary studies. Further work along these lines is 
in process. 

5. Significantly high GOT levels were observed in 
2 cases of myocardial ischemia, 1 of which was seen at 
autopsy. It is suggested that conventional postmortem 
methods may fail to detect submicroscopic areas of 
damaged myocardium which may be responsible for 
GOT elevations in acute insufficiency. 

6. Ordinarily, cardiac diseases other than myocar- 
dial infarctions fail to elevate the transaminase level ; 
the test may then serve to exclude myocardial damage. 

7. Transaminase elevation occurs in some hepatic 
disorders, but usually there is ample clinical and labora- 
tory evidence for diagnosis of liver disease. 

8. The transaminase test is of little or no value in 
the diagnosis of old myocardial infarctions since the 
levels fall to normal early in the course of infarction 
(they are back to normal by the fifth or sixth day). 
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Summary 


Material based on 55 cases of cardiac, hepatic, and 
other disease entities has been presented; this stud) 
represents a continuation of a previous study of the 
transaminase test in these conditions by the senio: 
author.* In this series there were 18 cases of myocar- 
dial infarction proved by clinical and electrocardio- 
graphic studies, and GOT values were elevated in every 
case. In our experience, the transaminase test ha: 
proved of greatest value and reliability in the diagnosi. 
of myocardial infarction and the exclusion of infarction 
from other cardiac and noncardiac disorders. 


Addendum 


Since the preparation of this manuscript, another 
case of myocardial infarction has been studied which 
presents some unusual features and which is included 
here to demonstrate the usefulness of the transaminase 
test in certain cases of infarction which might otherwise 
remain undiagnosed. 

Case 15. A white male, aged 38, was admitted to 
the hospital with a chief complaint of pain in both arms 
radiating down to the elbows, accompanied by dyspnea, 
but without chest pain. Blood for transaminase studies 
was drawn on the day of admission and the next 2 days, 
with values of 110 units, 92 units, and 80 units An 
ECG done on the day following admission revealed evi- 
dence of occasional premature ventricular contractions 
and nonspecific ST-T changes. On the basis of this 
record we cannot exclude a recent infarction. On the 
basis of the transaminase studies which are markedly 
elevated, we feel this patient has had an infarction 
which may be subendocardial and in the posterior wall. 
The patient was being treated for coronary occlusion 
with infarction at the time this paper was submitted 
for publication. 


Osteopathic Hospital 
926 East 11th Street 
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ae... 1s A condition characterized by 
increased frequency and change toward a more fluid 
state of the stools. It is a symptom of some other dis- 
ease process and can never be considered to be primary 
even though the basic cause may remain undetermined. 

Diarrhea is serious, particularly in the infant. Even 
though cholera infantum and other. summer diarrheas 
are no longer major causes of death, it is estimated 
that approximately 5,000 infants die from diarrhea 
each year. One fourth of these deaths occurs in the 
first month of life.’ It is entirely likely that this figure 
would be even higher if all the conditions in which 
diarrhea is a complicating and possibly determining 
factor were included. There are no other conditions in 
childhood, except poisoning and asphyxia, which re- 
quire such rapid supportive therapy in order to save 
the infant. 

The mortality of infants with diarrhea is greater 
than in adults because of the lability of body fluids in 
infants and their failure of response to stress. A 14- 
pound infant exchanges about one half of his extra- 
cellular fluid a day while an adult exchanges only about 
one seventh.? Thus the rate of exchange in the infant 
is about three times that of an adult.* Nelson? also 
points out that a 3-month-old infant requires 140 to 
160 cc. of liquid per kilogram of body weight in 24 
hours, while an adult requires only 40 to 50 cc. per 
kilogram. Young infants have greater heat production 
and water expenditures, but they have less compensa- 
tion because of inefficient renal function and greater 
load of metabolic end products. The presence of fever, 
vomiting, and diarrhea all increase these factors. 
Therefore, an infant with diarrhea and fever consti- 
tutes an immediate emergency. 


Pathogenesis 


The stool habits of infants may vary markedly 
from one to another and still be normal for each individ- 


*Presented at the annual convention of the Missouri Association of 
Osteopathic Physicians and Surgeons, November 1956, St. Louis, Mis- 
souri, 
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ual. Breast-fed infants or infants fed on a formula 
modified to resemble breast milk will usually have four 
to eight stools a day which may be quite watery with 
little or no curd. Bottle-fed infants may have only one 
or two semisoft to hard stools a day. Variations from 
this are noted as additional foods are added to the diet ; 
some fruits will soften the stool, vegetables will color 
it, et cetera. Therefore, rather than accepting the 
mother’s word that her child has diarrhea, it is neces- 
sary to question pointedly as to the number and type 
of stools and other related information. 

True diarrhea may result from many different 
conditions and consequently the course may be variable. 
Prior to the onset of the diarrhea the infant may have 
vague symptoms or demonstrate lassitude, or the first 
symptoms may be vomiting and a sudden explosive on- 
set of diarrhea. There may be any degree of irritability 
or lassitude, fever or hypothermia, flushing or pallor 
with perspiration. The abdomen may be flat and boggy 
or distended and tense. 

As the diarrhea continues and dehydration de- 
velops, the skin and tongue become dry, the tempera- 
ture may rise, and the subcutaneous tissue loses its 
tone (about 5 per cent of the body fluid must be lost 
for demonstrable loss of tissue tone to occur). As 
diarrhea becomes more marked, there may be passage 
of six or eight watery stools an hour. As the tempera- 
ture rises and dehydration becomes extreme, the tongue 


-becomes parched, the fontanel soft and sunken, and 


the child lies motionless. The eyeballs may be soft and 
the eyes dull and sunken into the head. Urine is passed 
infrequently and is dark in color. The temperature 
may decline as adrenal failure develops. Laboratory 
tests will verify the dehydration, acidosis, toxemia, 
and failure of kidney function. 


Causes 


There are many causes of diarrhea in infants and 
children. For the purpose of classification, first those 
conditions which are common to all children will be 
listed, then those which must be considered in each age 
group. It is beyond the scope of this paper to describe 
a complete differential diagnosis of these conditions but 
the possibilities will be listed so that the physician may 
determine the exact cause through adequate history, 
physical examination, and laboratory work. Incidental- 
ly, the minimum laboratory work which should be 
done on the seriously ill, diarrheic child comprises a 
complete blood count; urinalysis; analysis of stools for 
parasites, ova, and chemical constituents; culture of 
stool and urine; hematocrit study; and test for carbon 
dioxide combining power of the blood. In addition, the 
tests for other parenteral infections should be per- 
formed. During the convalescent phase, screen aggluti- 
nations may help in corroborating the diagnosis. It is 
important to note that as a result of rapid eradication 
of bacteria by antibiotics, the antigenic response of the 
body is modified so that the antibody titer rise may be 
slower and not reach as great heights as previously 
observed.* 

Following is a list, without discussion, of most of 
the causes of diarrhea in infants, many of which will be 
diagnosed if full and adequate history is taken. 

1. ‘“Twenty-four-hour flu,” an epidemic, grippe- 
like condition which is usually self-limiting. 

2. Underfeeding or overfeeding, either qualitative 
or quantative. 

3. Food allergy ; for example, that caused by cows’ 
milk in infants® or strawberries in older children. 

4. Food intolerance or indigestion as is often seen 
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in “green apple colic” of children, or in an infant who 
has been fed a formula he cannot digest. 

5. Poisons, including such things as castor beans, 
insecticides (DDT), or household detergents. 

6. Medicines, candy-flavored laxatives, et cetera. 

7. Food poisoning. The ingestion of contaminated 
or spoiled foods causes a violent gastroenteritis with 
superimposed toxemia. This might be investigated 
when the mother has warmed the formula at home 
and kept it in an insulated bag for several hours before 
feeding, a practice which I feel is not safe. 

8. Parenteral infections which will be discussed 
later. 

9. Specific bacterial infections such as those due 
to Salmonella or Shigella, which will be discussed later. 

10. Nonspecific bacterial infection. 

11. Infection with protozoa (ameba), parasites, or 
fungi (histoplasmosis ). 

12. Onset or course of poliomyelitis, hepatitis, bru- 
cellosis, tularemia, or gastrointestinal tuberculosis.' 

13. Nervous strain may be a cause of diarrhea in 
any age group and may be severe enough to lead to 
colitis. 

14. Antibiotics (excessive use of broad spectrum 
antibiotics may cause diarrhea ).° 

15. Other miscellaneous causes of diarrhea are 
pelvic-placed appendicitis, uremia, peritonitis, diverticu- 
litis. foreign bodies in rectum, hyperthyroidism, melena 
from any cause, fecal impaction, regional ileitis, and 
others. 

In addition, there are a few specific causes of diar- 
rhea in each age group which should be mentioned. 

in the premature infant, diarrhea should be con- 
sidered an infection until proved otherwise. The fre- 
quency of asymptomatic infections in premature in- 
fants as a cause of morbidity and mortality has prob- 
ably been underestimated in the past. But with the 
increase of antibiotic-resistant strains of bacteria and 
the number of hospital personnel who are acting as 
reservoirs of infection now, it would appear that this 
problem will become even worse in the future.’ Too 
concentrated or too great a quantity of formula is also 
a frequent cause of diarrhea, particularly when feeding 
with a gavage tube. 

In the newborn nursery the occurrence of one case 
of diarrhea should immediately arouse suspicion that 
“epidemic diarrhea of the newborn” is present. This 
type may be caused by a virus, a colon bacillus, 
Staphylococcus, or other organism; but in any event it 
is highly contagious, and the mortality rate is high. Im- 
mediate measures for isolation of cases and for treat- 
ment are necessary. It is far better to attempt to pre- 
vent the introduction of diarrhea into the nursery by 
strict antisepsis and proper formula preparation than it 
is to stop an epidemic after it has started. 

In the breast-fed infant, diarrhea may be caused 
by medicines or laxatives the mother is taking. The in- 
gestion of certain foods, such as chocolate, cabbage, or 
laxative fruits, may cause diarrhea in the infant. 

During the first few days of life, hemorrhagic or 
hemolytic diseases of the newborn may be ushered in 
with diarrhea. Hypoadrenalism may be a cause of 
diarrhea, although whether this is due to electrolyte im- 
balance or to secondary infection has not been deter- 
mined. Within the first 3 to 9 months of life, diarrhea 
may be the result of celiac disease, steatorrhea, mu- 
covisodosis, or cows’ milk allergy. I have also seen 
diarrhea toward the end of the first year, apparently the 
result of severe anemia and/or sprue; at least adminis- 
tration of vitamin B'* stopped diarrhea. 
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General therapy 


When the infant with diarrhea is first seen, ther- 
apy must be begun immediately to prevent the acute 
changes produced by fluid loss and electrolyte imbal- 
ance. At the same time diagnostic work must be start- 
ed to discover the cause of the condition; while await- 
ing the results of the tests, specific therapy which would 
seem advisable judging from history, et cetera, is 
initiated. 

For the common cases of mild diarrhea in chil- 
dren, the following routine has proved acceptable in 
my hands: 

1. Immediately stop the oral intake of food and 
fluid. 

2. Immediately rule out more serious conditions 
(in particular, appendicitis, which seems to be more 
prevalent in these periods of epidemic gastroenteritis ). 

3. Cleanse the bowel by one or two properly given 
saline enemas, perhaps followed by a colloid starch 
enema. 

4. If the diarrhea seems to be more resistant than 
usual, adequate doses of proprietory preparations such 
as Apella, Kaopectate, Cremosuxidine, or Arobon are 
sometimes used.S It is suggested that paregoric or 
similar medications, if used at all, not be given until a 
reasonable diagnosis is established and the cause is 
remedied. Promiscuous use of paregoric in the early 
stages of diarrhea can only rob the body of its protec- 
tive effort to rid itself of harmful products and may 
lead to a considerable absorption of exotoxins or other 
toxic substances. 

5. When vomiting and diarrhea have stopped, 
usually within 1 or 2 hours, sips of soda are given, fol- 
lowed by fruit juice, baked potato, rice, dry toast, and 
jelly, but milk and other protein and fat foods are 
avoided until later. 

6. In the borderline case, oral electrolyte solution 
(Lytren) may be used to combat mild dehydration. If 
vomiting is present, retention enemas of electrolyte so- 
lutions occasionally may be of some value in the mild 
case being treated in the home. 

I also use the above routine for parenteral diar- 
rhea. This simple routine works in most instances and 
has the additional advantage of not overtreating a sim- 
ple condition and not concealing a more serious patho- 
logic condition. Antibiotics in particular should not be 
promiscuously used in treatment of diarrhea. If an 
enteric infection is present and antibiotics are used in 
inadequate doses, the symptoms may be controlled for 
a short time but a chronic or recurrent infection with a 
resistant strain of bacteria predominating may result 
later. 

Parenteral diarrhea, resulting from tonsillitis, 
otitis, meningitis, upper respiratory infections, or pneu- 
monia, can be an important and debilitating part of 
childhood diseases of any type but can be prevented if 
the mother is persuaded to respect the anorexia of the 
child who is incubating an infection. This type of 
diarrhea is a natural protective measure which develops 
when a child is forced to eat. It can only vomit or 
develop diarrhea, when the gastrointestinal tract is not 
able to digest and absorb food. Protein foods are prob- 
ably not digested at all in the presence of fever, and 
even water does not seem to be absorbed when the 
fever is high. Breast-fed infants who are sick should 
be offered boiled water frequently even though they 
may nurse a limited amount. Naturally, in parenteral 
diarrhea, the parenteral infection (such as tonsillitis) 
will be treated specifically. 
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Therapy for dehydration 


If the infant or child is obviously ill and dehy- 
drated when first seen, time should not be wasted on 
half-way measures. Immediate steps must be taken to 
correct the acidotic dehydration and toxemia which are 
present. The first need is for fluid to replace what has 
been lost, to enable the kidney to resume its selective 
action. Next, the infant needs electrolytes to overcome 
the deficits which have developed, and then glucose to 
correct the ketosis and provide energy. In extreme 
cases, it may be necessary to give an alkali, such as 
one sixth molar sodium lactate, in order to correct the 
severe acidosis.*""* It is wise to remember that calcium 
and potassium levels are also disturbed and may need 
attention. 

The following summary of management of dehy- 
dration, adapted from Karelitz,’ is given as a basis 
for treatment and must be modified to suit each case. 

1. Immediate intravenous drip using Ringer’s lac- 
tate, with 5 per cent glucose (supplies sodium, potas- 
sium, chlorides, and calcium lactate), 20 cc. per kg. of 
body weight, given in the first half hour, and 15 ce. 
per kg. of body weight given in the second half hour. 

2. After that, start half strength Ringer’s lactate 
solution with 5 per cent glucose and arrange to give 
about 150 ce. per kilogram of body weight per day (1 
include vitamins in this). 

3. If the hemoglobin is less than 11 grams per 100 


cc., give blood at the rate of 10 to 20 cc. per kilogram’ 


of body weight daily until the deficiency is corrected. 

4. When the carbon dioxide combining power is 
known, use the following formula to determine how 
much one sixth molar lactate to give to correct the 
acidosis: 2 & weight in kg. & (45—CO, Vol. %) = 
number cc. of one sixth molar lactate needed. (This 
formula is approximate and must be used with cau- 
tion). 

5. After 12 hours, offer 5 to 10 cc. of water orally 
every 2 to 3 hours unless the patient is still vomiting. 

6. On subsequent days continue half strength 
Ringer’s lactate solution with glucose, 150 cc. per kilo- 
gram of body weight per day until two-thirds of this 
amount is taken orally. 

7. In my experience, fruit juice and soda are well 
tolerated early, and then diluted skim milk is started 
slowly. 

During this time, several times the minimum daily 
requirement of vitamins are supplied, and if the infant 
or child is quite depressed, I routinely use adrenal 
cortex extract (Eschatin). Doses of 3 to 5 cc. per 
kilogram of body weight are given initially and then 
decreased to 1 cc. per kg. of body weight every 4 hours. 


Therapy for infection 


At the same time the intravenous therapy is being 
started, the stool specimen must be obtained, and such 
other tests as seem warranted must be made. The cul- 
tures must be started immediately and antibody sensi- 
tivity tests must be ordered.'*"® It would be inhumane 
as well as unwise to wait for the results of tests 
before beginning therapy, so if when all specimens are 
taken and the fluids are running well, it appears that 
infection is present, therapy must be directed to con- 
trolling it. In my experience, Chloroamphenicol has 
given most reliable results. Although theoretically neo- 
mycin might be better, I feel that giving a systemic 
antibiotic is safer where the diagnosis is unknown be- 
cause there may be a parenteral infection or bactere- 
mia.’’!7-1® After the cultures and antibiotic sensitivity 


Vor. 56, JUNE 1957 


tests are completed, the antibiotic may or may not be 
changed depending upon the clinical response of the 
patient as well as the sensitivity tests. 

Following is a summary of some of the recent 
literature on infectious enteritis." 

Salmonella—There are more than 150 strains of 
this organism classified into five main groups. They 
cause typhoid, paratyphoid, gastroenteritis, and septi- 
cemia. A bloody diarrhea is often found with these, 
but otherwise the different conditions so overlap that 
they are difficult to differentiate clinically."? It is of 
interest to note that in St. Louis County in 1956 so 
far there have been 5 cases of typhoid, 3 paratyphoid, 
and 11 other types of Salmonella infections, while in 
the Siate of Missouri to date there have been 49 cases 
of typhoid and 29 other Salmonella infections. This 
does not include the epidemic at Monarch Springs. In 
1954 Missouri reported 72 cases of typhoid.* 

It would seem advisable to become aware of the 
presence of Salmonella infections and to cooperate with 
the local health department when a case is suspected, 
both to protect other individuals from contracting the 
condition and to aid in finding carriers. Chloromycetin 
and neomycin in combination are most effective thera- 
peutically. Aureomycin and Terramycin are valuable. 

Shigella.—This organism is a cause of diarrhea 
among newborn infants, and has been reported present 
in epidemics of bacillary dysentery. Polymyxin B is 
probably the best agent for proved Shigella infec- 
tions, 

Escherichia coli.—This bacillus has so long been 
considered a normal saphrophyte of the intestinal tract 
that it is somewhat of a shock to discover that at least 
seven strains are pathogenic. It is now recognized as 
a cause of epidemic diarrhea among newborn in nurs- 
eries.'*1?! The cultural characteristics of the patho- 
genic Escherichia coli are the same as for the non- 
pathogenic strains, and differentiation can only be 
made by special laboratory tests. This infection, which 
appears to be highly contagious, may be airborne, and 
the recurrence rate is high. Escherichia coli will re- 
spond to a mixture of Chloromycetin and neomycin 
continued for sufficient time to eradicate the strain. 
Although success has been obtained with Aureomycin, 
Terramycin, and others, resistance to them seems to 
develop more rapidly than with other antibiotics." 

Paracolon bacilli, Pseudomonas, and Proteus.— 
These organisms have all been implicated as causes of 
diarrhea in spite of the fact that in many laboratories 
they are regarded as nonpathogenic. They may grow 
as a result of wide-spectrum antibiotic therapy ; how- 
ever, it would appear that whether or not they are 
pathogens has to be determined in each case.’ Para- 
colon infections are best treated with Chloromycetin 
and neomycin although any of the tetracyclines and 
streptomycins may control the infections. Pseudomonas 
responds both to polymyxin and neomycin. However, 
Terramycin and streptomycin may both be of value.’ 
Proteus responds best to neomycin but Chloromycetin, 
Terramycin and streptomycin all will control the in- 
tection. 

Staphylococcus.—This organism has assumed an 
increasing importance as a pathogen which is becom- 
ing more and more difficult to control.’°'*:??, Because 
of its ability to develop resistance to antibiotics (most 
noteworthy in the case of penicillin-resistance), it has 
become a prevalent cause of severe and often fatal 
diarrheas, particularly in the hospitals where the per- 
sonnel carrier rate is high. Staphylococci are most 
sensitive to Chloromycetin, neomycin, erythromycin, 
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and carbomycin, although sensitivity study ot each 
case is important.**""* 

The additional specific causes of diarrhea will only 
be mentioned: amebiasis, Actinomyces infections, his- 
toplasmosis, Monilia infections, candidiasis** (which 
possibly is a result of wide spectrum antibiotic therapy 
and is best managed by Mycostatin), regional enteritis, 
and ulcerative colitis. 

The dosage for the various medications mentioned 
can readily be found in the literature. In no event 
should the usual adult dose be exceeded. 


Supportive therapy 

In addition to. giving fluids and antibiotics, there 
are certain things which must be done. I routinely 
give vitamins intravenously or orally as soon as possi- 
ble, particularly large amounts of ascorbic acid be- 
cause of its recognized effect upon the adrenal hor- 
monal system. In addition, when the infant is very ill, 
I use substitution therapy in the form of Solu-Cortef 
or Eschatin to overcome the almost certain failure of 
the adrenals, particularly evident in the very young in- 
fant.’ It is also important to give the child rest, proper 
heat or cooling, and oxygen if there is severe distress. 
The child should be watched carefully for several days 
after clinical improvement has become manifest to in- 
sure continued progress. The treatment program should 
be reviewed frequently and altered as circumstances 
dictate. The physician should ascertain that any relapse 
is not a result of an oversight in therapy. In particular, 
he should avoid giving too much or not enough 
parenteral fluids and should be on the alert for the 
development of cardiac failure as a result of too rapid 
fluid administration. Hydration may reveal a signifi- 
cant anemia which will not be noticed until a blood 
count is taken when intravenous fluids are discontin- 
ued. It should also be made certain that the oral intake 
is sufficient. 

In addition to the calculated needs, it is necessary 
to make certain that urinary output is adequate and 
that the infant’s weight is increasing. In the absence 
of laboratory determinations, the urinary output is a 
good index of hydration. 

Finally, it is important that the basic pathologic 
condition is being adequately treated. If a specific in- 
fection is found to be present, at least three negative 
stools must be obtained after the temperature and blood 
counts are normal. Moreover, the original cause of 
the condition must be adequately cared for, whether it 
involves training the mother to prepare the formula 
properly or having the father drill a new well which is 
free of contamination. 


Summary and conclusion 

These are the steps to be taken in any case of 
diarrhea in an infant: 

1. Immediately ascertain the general status of the 
infant, with particular regard to the degree of dehydra- 
tion and toxemia. 

2. If there is severe dehydration, immediately pre- 
pare for intravenous therapy. 

3. Obtain specimens of blood, feces, and urine and 
throat smears for required laboratory procedures. 

4. As soon as intravenous therapy is started, pro- 
ceed to make a more complete physical examination 
and get the most complete history possible. 

5. Start supportive therapy (adrenal cortex, oxy- 
gen, et cetera). 

6. Start such specific therapy as may seem to be 
indicated, removing irritant from bowel or starting 
antibiotics. 
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7. Continue close observation of patient and change 
therapy as indicated. 

This paper is not intended to be a learned discus- 
sion on theories and postulates, nor is it intended to be 
even a complete survey of the subject. It is hoped that 
the numerous causes of diarrhea will be recalled to 
mind so that the possibilities in each case may be in- 
vestigated. Additional purposes are to assist in the 
management of the average case, to point out a usable 
routine for combating dehydration without becoming 
too technically involved in the subject, and to attempt 


a summary of the use of antibiotics. 
Lackland Clinic 
2335 Brown Road 


References 


1. Green, M., and Richmond, J. B.: Pediatric diagnosis. W. B. 
Saunders Co., Philadelphia, 1954. 

2. Nelson, W. E., ed.: Textbook of pediatrics. Ed. 6. W. B. Saun- 
ders Co., Philadelphia, 1954. 

3. DeSanctis, A. G., and Varga, C.: Handbook of pediatric medical 
emergencies. Ed. 2. C. M. Mosby Co., St. Louis, 1956. 

4. Missouri State Department of Health: Personal communications. 

5. Clein, N. W.: Symposium on pediatric allergy; cow’s milk al- 
lergy in infants. Pediat. Ciin. North America 1:949-962, Nov. 1954. 

6. Beatty, E. C., Jr., and Hawes, C. R.: Pseudo-membranous en- 
terocolitis in infancy. J. Pediat. 46:654-662, June 1955. 

7. Richardson, M. E.: Unpublished work. 

8. Smith, A. E., and Fischer, C. G.: Use of carob flour in treat- 
ment of diarrhea in infants and children. J. Pediat. 35:422-426, Oct. 
1949, 

9. Hill, F. S.: Practical fluid therapy in pediatrics. 
ders Co., Philadelphia, 1954. 

10. Karelitz, S.: Diarrhea in infants and children. 
North America 3:137-152, Feb. 1956. 

11, Pratt, E. L.: Symposium on laboratory tests and special proce- 
dures: Fluid and electrolyte therapy. Pediat. Clin. North America 2: 
317-326, Feb. 1955. 

12. Harrison, H. E.: Treatment of diarrhea in infancy. Pediat. 
Clin. North America 1:335-348, May 1954. 

13. Darrow, D. C.: Therapeutic measures promoting recovery from 
physiologic disturbances of infantile diarrhea (Borden Award Address). 
Pediatrics 9:519-533, May 1952. 

14. Perry, R. E., Jr.: Analysis of bacterial sensitivity to certain 
drugs as determined in hospital clinical laboratory. North Carolina M. 
J. 16:567-569, Dec. 1955. 

15. Jackson, G. G.: Symposium on laboratory tests and special 
procedures: Value and clinical application of determining bacterial sen- 
sitivity to antibiotics. Pediat. Clin. North America 2:305-316, Feb. 1955. 

16. Symposium on laboratory tests and special procedures. Pediat. 
Clin. North America 2:175-326, Feb. 1955. 

17. Kunstadter, R. H., and Kohlenbrener, R. M.: Antimicrobial 
therapy in gastrointestinal tract infections. Pediat. Clin. North America 
3:407-426, May 1956. 

18. Kempe, C. H.: Use of antibacterial agents; summary of round 
table discussion. Pediatrics 15:221-230, Feb. 1955. 

19. Neter, E.: Escherichia coli diarrhea. An outbreak among in- 
fants on a surgical ward. Am. J. Dis. Child. 89:564-566, May 1955. 

20. Cooper, M. L., et al.: Epidemic diarrhea among infants asso- 
ciated with the isolation of new serotype of Escherichia coli; E. coli 
0127:B8. Pediatrics 16:215-227, Aug. 1955. 

21. Wheeler, W. E., and Wainerman, B.: Treatment and preven- 
tion of epidemic infantile diarrhea due to E. coli 0-111 by use of 
chloramphenicol and neomycin. Pediatrics 14:357-362, Oct. 1954. 

22. Abramson, H.: Acute diarrheal disorders of newborn infants; 
differential diagnosis. Am. J. Dis. Child. 79:698-711, April 1950. 

23. Winter, W. D., Jr.: Candida (Monilia) infections in children. 
Pediat. Clin. North America 2:151-161, Feb. 1955. 


W. B. Saun- 
Pediat. Clin. 


Rehabilitation of the 
cardiac patient 


The process of rehabilitation begins the mo- 
ment the patient is first stricken with the disease, 
or at least when he is over the acute illness, and 
extends to the time when he is free of pain and 
out of the life-endangering stage. The need for 
rehabilitation is considered to exist in all etiologi- 
cal groups, in all economic groups, and in mild, 
moderate, or severe cases—Herman K. Hellerstein, 
M.D., and Amasa B. Ford, M.D., The Journal of 
the American Medical Association, May 18, 1957. 
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FROM THE beginning of man’s ef- 


forts to record in some fashion or another the events 
of his life and his problems, the disease now known as 
leprosy was almost assuredly recognized. To pass hur- 
riedly over the centuries to our modern understanding 
of this historical disease, and to sift out the diseases 
thought to be leprosy, with its religious and mystical 
implications, means to pass over not only what would 
give a comprehensive understanding of leprosy but 
also the most interesting facets of its development. 
And in so doing, some of the most absorbing chapters 
of the entire field of medicine, as well as past associa- 
tions between fantasy and fact, would be missed. 


The recognition of leprosy 


To understand leprosy in its clinical aspects, it is 
first necessary to be familiar with the order of classifi- 
cation. The most familiar classification is that of the 
Cairo Conference of 1938.1 This classifies leprosy as 
neural, dermal (lepromatous), or mixed (a combina- 
tion of the first two). At that time, this classification 
represented a great advance in the organization of un- 
derstanding about leprosy ; today, however, it is wholly 
inadequate for our present knowledge of the disease. 
The Cairo Classification takes no cognizance of the 
basis of type differentiation, which is immunologic. 
And, as later histopathologic studies have demonstrat- 


“Presented at the annual meeting of the American College of Os- 
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MADRID CLASSIFICATION OF LEPROSY 


ed, all leprosy is neural in origin because leprosy is a 
disease of the skin and nerves. 


From 1938 until the Madrid Conference in 1953 
was possibly the greatest period of advance in the 
evolution of medical understanding of leprosy. South 
American workers? have attempted to put forth a 
classification based entirely on histologic differentia- 
tion. This obviously was unsatisfactory because most 
diagnoses of leprosy were and are made on a clinical 
basis. With a merger of these two considerations, the 
classification established in 1953 at the International 
Congress of Leprosy at Madrid was set forth.’ In es- 
sence, this classification recognizes clinically as well as 
pathologically two types of leprosy: tuberculoid and 
lepromatous. Those cases between the tuberculoid and 
the lepromatous poles, which might be considered as 
in a transitional stage, are termed “borderline” because 
they have the characteristics of neither the tuberculoid 
nor the lepromatous type, clinically, histologically, or 
immunologically. 


In the early stages of the disease, probably all 
cases of leprosy go through the so-called indeterminate 
phase. In this situation, if the subject possesses im- 
munity against the disease, it may be limited to the 
nerves without actual manifestation in the dermis. If 
the disease process continues and the body has no im- 
munity against the invading organism, the character- 
istic skin lesion of the tuberculoid type develops. On 
the other hand if there is no tissue response, the dis- 
ease will proceed to the lepromatous pole. The clinical 
signs of leprosy then will be characteristic of the type. 
However, in some instances the virulence of the dis- 
ease and the antagonism of the immunologic forces of 
the host may not be so decisive, and in such instances 
the so-called borderline case develops. The borderline 
lesion may have characteristics of both types: The 
lepromin test may be either positive or negative; the 
histopathologic signs may show characteristics of both 
types; evidences tending toward one pole or the other 
may develop; and the skin may be bacteriologically 
positive or negative. Clinically this situation may 
progress in either direction. Statistically, in the border- 
line case, the tendency (if untreated) is toward the 
lepromatous pole. It is true that in some instances the 
immunity of the host may overcome the disease later 
than in the indeterminate phase and lead to an immuno- 
logic halt, eventually leading to the tuberculoid type. 


The immunologic background should be consid- 
ered briefly. Following close and prolonged contact of 
a susceptible individual with an infectious (leproma- 
tous or open) case, invasion of the bacilli takes place, 
possibly through a slight skin abrasion into the small 
nerve endings of the corium. At this point, according 
to Cochrane,’ when the bacilli pass out of the nerves 
into the dermis, two types of tissue response may be 
noted : 

1. In the first there is an attempt (immunologic) 
by the cells of the host to “fix” the invading bacteria, 


Indeterminate Tuberculoid Borderline Lepromatous 

Macular Macular Macular Macular 
(Maculo-anesthetic ) 

Neuritic Minor Infiltrated Diffuse 
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and there will be seen marked cellular response around 
the appendages of the skin, forming small tubercles. 
The cells mobilized to this response are round and 
epitheloid cells and, in the more marked reactions, 
giant cells. This tissue response is essentially of a 
tuberculoid nature. 

2. In the second there is little or no cellular re- 
sponse and no attempt at limiting the bacilli. Round 
cells may be seen diffusely scattered throughout the 
corium and histiocytes, or wandering cells are mo- 
bilized and phagocytosis of the Mycobacterium leprae 
occurs, thus spreading the organism in the skin. This 
lack of minimal cellular reaction is termed the lepro- 
matous response. 

The lepromin test is extremely valuable at this 
point in differentiation of the type. This skin test, 
which is analogous to the tuberculin test of tuberculo- 
sis, denotes the immunologic response of the host. Re- 
sults will always be positive in the tuberculoid type and 
always negative in the lepromatous type. As stated 
above, results may be either negative or positive in the 
borderline case, depending vpon which pole it ap- 
proaches. 

What has been said above provides a basis for 
understanding the clinical lesions of leprosy. The 
aforementioned fixation of the invading bacilli can also 
be shown clinically in a macular or infiltrated lesion of 
tuberculoid leprosy. Here there is a definite demarca- 
tion of the lesion from the normal tissue. The color 
will be some shade of red (pink or salmon), the depth 
of color depending on the degree of reaction of the 
host. The major tuberculoid evidencing the greatest 
degree of host reaction will be elevated, fiery red, and 
often associated with some systemic reaction such as 
fever and malaise. The minor tuberculoid is the same 
type of lesion, but with a lesser degree of immunologic 
response. Because the appendages of the skin, hair 
follicles, sweat glands, and small nerve endings are in- 
volved, there will be loss of hair, absence of sweating, 
and anesthesia, and no bacteria will be demonstrated 
by ordinary methods. The tuberculoid lesion may often 
be seen spreading as a bush fire, with reduced signs of 
inflammation in the center, but red and elevated on the 
periphery. Accordingly, activity may be demonstrated 
on the periphery and inactivity in the center of the 
same lesion, 

The lepromatous lesion on the other hand can 
clinically be demonstrated to show lack of response. 
The lesion may be very evident, but the change in ap- 
pearance from the lesion to normal tissue is not defi- 
nite, and its border often difficult, if not impossible, to 
demonstrate. 

The borderline lesion will show characteristics of 
either the tuberculoid or the lepromatous, depending 
upon which pole it approaches. It therefore may dem- 
onstrate a relatively well-defined border or an _ ill- 
defined border, and may or may not show varying de- 
grees of impairment of sweating. hair involvement, or 
anesthesia, and the skin may be either positive or nega- 
tive bacteriologically. The lepromin test may be either 
positive or negative. At this point it may be well to 
state that diagnosis of leprosy on biopsy alone may 
often be misleading. Unless well versed in the patho- 
logic manifestations of leprosy, the pathologist studying 
the biopsy microscopically mav quite conscientiously 
report merely inflammatory reaction. Special staining 
technics of course may make identification of the bacil- 
lus possible, but unless an adequate clinical description 
of the case is correlated with the pathologic study, the 
pathologist may be at a loss to explain adequately the 
tissue he is examining and describing. 


614 


A recently studied case demonstrates well this 
possible confusion. A 27-year-old Negro female pre- 
sented herself at the Dermatoiogical Clinic of the Los 
Angeles County Osteopathic Hospital with lesions that 
might be considered characteristic of the borderline 
case or an early leproma. Leprosy was suspected ; and 
if she had been seen in an area of high endemicity, a 
diagnosis of leprosy might well have been made. One 
examiner thought he was able to identify a single acid 
fast bacillus in the smear material from a nodule on 
her ear. However, the biopsy specimens were reviewed 
by Dr. R. G. Cochrane at the University of London 
who felt they were inconclusive for leprosy though 
compatible with that diagnosis if the clinical picture 
substantiated it. The differential diagnosis of this case, 
which lay between leprosy and sarcoid, was finally de- 
cided in favor of sarcoid on the basis of a lymph node 
biopsy. Even experts were unable to make a diagnosis 
from the biopsy specimen of the lesion alone. Sarcoid 
of the skin without sarcoidosis of other organs is rela- 
tively rare. It has been Cochrane’s* observation on 
studies in Australia that sarcoid never invades the 
nerves. If this particular case had been of the border- 
line group or if early leproma had been present, we 
should have expected to demonstrate Mycobacterium 
leprae in the tissue juice. We were unable to do so 
in this particular case. 

For the sake of brevity, only a listing will be given 
of the conditions which must be considered in differen- 
tial diagnosis. The macule must be differentiated from 
(1) birthmark (nevus anemicus), (2) furuncle sur- 
rounded by depigmented area, (3) tinea versicolor, 
and (4) Leukodermia. The last, which is white in its 
final stage, presents a mottling type of pigmentation in 
the earlier stages. 

The infiltrated lesion of tuberculoid leprosy must 
be differentiated from lupus vulgaris, syphilis, lupus 
erythematosus, granuloma annulare, eczema, sarcoids, 
psoriasis, pellagra, and seborrhea. 

Lepromatous leprosy must be differentiated from 
leukemia, secondary syphilis, cutaneous syphilis, pustu- 
lar acne, and dermal leishmaniasis. 

In anesthesia or polyneuritic leprosy, other enti- 
ties which must be considered in differential diagnosis 
are Bernhardt syndrome (meralgia paraesthetica), 
syringomyelia, Raynaud’s disease, and neuritic lesions 
of diabetes, alcoholism, beriberi, syphilis, and others. 

Erythema nodosum occurring in lepra reaction 
mav also occur in other diseases, such as tuberculosis 
and rheumatic fever. 


Treatment 


In the treatment of leprosy, as in all fields of 
medicine, great strides have been made in recent times. 
Chaulmoogra oil and its derivatives have been aban- 
doned in favor of far more active and therapeutically 
efficient drugs. About 1950 several sulphone deriva- 
tives were introduced for the chemotherapy of leprosy. 
Promizole, Promin, Diasone, and Sulphetrone, all 
therapeutically active against leprosy, have as_ their 
parent substance 44’ diaminodiphenylsulfone. When 
these agents are given by mouth the gastric juices 
break them all down to the therapeutically active DDS 
(the accepted abbreviation for 4,4’ diaminodiphenylsul- 
fone), the standard medical treatment for leprosy to- 
day. This preparation is not an innocuous one, because 
of its toxic manifestations, such as toxic hepatitis, 
anemia, and exfoliative dermatitis. Occasionally pre- 
cipitation of a psychosis interdicts its application. 

Sulphetrone when in solution and given intramus- 
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cularly is not broken down to DDS but exhibits thera- 
peutic effectiveness and may therefore be substituted 
for oral DDS in cases unable to tolerate that form, For 
the occasional case in which intramuscular Sulphetrone 
is also not tolerated, thiosemicarbazone can be used. 
Originally introduced as a chemotherapeutic drug for 
tuberculosis, thiosemicarbazone was found to be too 
toxic for that disease, but when used in less toxic 
doses was found to be therapeutically active against 
Mycobacterium leprae. However, it is not the drug 
of choice and may produce agranulocytosis, Other 
chemotherapeutic agents which were introduced pri- 
marily for the treatment of tuberculosis may be men- 
tioned. Isoniazid and streptomycin alone and in con- 
junction with Sulphetrone, thiosemicarbazone, or para- 
aminosalicylic acid have been tried, but all lack the 
relative safety and effectiveness of DDS. Newer prep- 
arations are under study either alone or in combination 
with the older drugs mentioned above. One, a substance 
called Hydnosulfone (a condensation product of hyd- 
nocarpic acid with DDS), seems to offer an element of 
hope according to Dharmendra and Chatterjee* who 
have studied its effects in India. That this newer prepa- 
ration will replace DDS is questionable, but it offers 
another therapeutic hope for the patient in whom 
DDS, thiosemicarbazone, and other drugs have been 
found ineffective or are not tolerated. 

Another phase of the treatment of leprosy is the 
surgical approach. Heretofore hopeless physical de- 
formities resulting from the polyneuritic form of lep- 
rosy are now being corrected, making individuals, even 
with extreme deformities, again useful members of so- 
ciety. Surgical procedures instituted early and properly 
will not only prevent deformity, but can actually alter 
the course of the disease. Surgical intervention, pre- 
ventive, corrective, and reconstructiye, used in con- 
junction with physical therapy offers to the orthopedic 
surgeon a new challenge and work that is indeed 
rewarding. 

A third phase, and from a public health stand- 
point the one of greatest importance, is segregation of 
the infectious case. Leprosy is a contagious disease, 
but only mildly so. Although, as stated previously, 
close and prolonged association with the infected pa- 
tient is necessary to contract this disease, segregation 
is important, especially of children, who are seemingly 
more susceptible than adults. Certainly the child is in 
closer and more prolonged contact with his family than 
are older people. Adequate segregation could eliminate 
leprosy in one genefation since the disease is not 
inherited. That segregation poses many problems is 
apparent, but the necessity for it cannot be denied. 


Summary 


An attempt has been made to present the clinical 
methods for recognition of leprosy. The basis for rec- 
ognition is understanding of the immunologic and 
histopathologic changes which result between the an- 
tagonistic forces of the invading organism and the 
response of the host. 

The current treatment, preventive, medical, and 
surgical, has been presented briefly. 

1721 Griffin Ave. 
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\ \ HEN THE PSYCHIATRIC management of 


the cancer patient is considered, to some physicians the 
entire problem is merely whether to tell the patient or 
not to tell him that he has cancer. While this certainly 
is an important problem, it is only one of a great many 
factors which must be understood, not the least of 
which is the psychodynamics of the doctor and of the 
patient. 

The following factors of this problem will be dis- 

cussed in this paper : 

1. Some defense mechanisms of the patient (avoid- 
ing medical help). 

2. Fears of the patient about cancer. 

3. Fears of the patient about diagnostic and thera- 
peutic procedures in cancer. 

4. Personality of the physician and its interaction 
with that of the cancer patient. 

5. Discussing the diagnosis with the patient 
(whether or not to tell him, how much to tell 
him, and when to tell him). 

6. Aids to psychotherapy of the cancer patient. 


Defense mechanisms of the patient 


A great many questions must be answered, such 
as why with all the effort and money spent on educa- 
tional campaigns such delay in seeking medical help still 
exists. In one survey, 80 per cent of patients acknowl- 
edged delay of from 1 month to more than 2 years. 
There was little relationship between their educational 
background and the seeking of treatment. At some time 
each thought he had cancer but still delayed seeing a 
physician. 

What motivates such a delaying policy in both the 
physician and patient? The psychologic mechanisms of 
indecision (ambivalence), avoidance, denial, and sup- 
pression of an important problem are attributes of the 
human being with his rich fantasy world, and they are 
the basic psychologic defenses utilized by patients to 
protect themselves from the threat of knowing that 
they might have cancer. 

‘lvoidance.—In avoidance, the patient overlooks 
the lesion. Many who are fully aware of the conse- 
quences of delay cannot make themselves visit their 
physician or a clinic; even though they realize this is 
necessary, they procrastinate. Later they can describe 
their feelings of hesitation and inhibition.2 These are 


*Presented at the national convention of the Lambda Omicron Gam- 
ma Osteopathic Fraternity, Asbury Park, New Jersey, April 28, 1956. 
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the same patients who avoid continuing proper treat- 
ment later on. 

Suppression.—The patient notices the lesion but 
disregards it. He may attribute his symptoms or the 
lesion to other causes. 

Denial.—The patient suspects the significance of 
his lesion but dismisses it. If he delays seeking medical 
help once he knows or suspects he has cancer, the denial 
mechanism may be operative. For example, the person 
knows that a lump may be cancer, he knows that he has 
a lump, but he does not arrive at the conclusion that he 
may have cancer. In terms of psychotherapy, this may 
constitute intellectual rather than emotional insight. 
Emotional understanding is necessary if the patient is 
to seek assistance.” 

Ambivalence or indecision—This might also be 
called the destiny mechanism. The patient feels that 
fate has willed that he have this disease and neglects 
to bring the problem to the attention of his physician 
unless he sees the doctor socially or happens to meet 
him. Another example is the woman who brings her 
child for an inoculation or who accompanies her hus- 
band when he has an appointment and at that time 
casually mentions to the physician a problem which has 
been bothering her for some time. 

This is ambivalence or indecision. The patient 
thus does not accept the responsibility and lets someone 
else—fate—make the decision. In this way the patient 
avoids responsibility for the consequences. 


Fears about cancer 


With all the current educational programs about 
cancer, it is difficult to believe that cancer patients have 
guilt feelings about their disease. However, surveys of 
cancer patients have shown that in every instance the 
patient had feelings of guilt and believed it was his 
fault that he had cancer, that he must have done some- 
thing wrong.* Apparently most patients assume that a 
malignant disease represents punishment for past 
wrongdoing, and these ideas are often accompanied by 
ideas of inferiority and of being no good. 

Cancerophobia has a similar mechanism and is fre- 
quently seen in psychiatric practice. The patient feels 
he is “rotten within” or “rotting away inside.” His 
fear of cancer is his means of expressing his opinion 
of what he thinks of his body; it is actually an expres- 
sion of feelings of unworthiness, of inferiority, and of 
guilt. 

Many patients react to cancer as they would to 
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venereal disease; they believe it is foul, or they ar 
ashamed of having the disease, or they are ashamed tv 
talk about it. In a survey by Abrams and Finesinger, 
of sixty patients who knew they had cancer, thirty be 
lieved it was the result of their own misconduct, and 
twenty-six believed it was the result of someone else’. 
misbehavior—their husband, employer, or physician. 
Often guilt feelings are associated with a previou- 
abortion or venereal disease. 

Feelings of worthlessness and guilt seem to have 
more to do with delay in seeking treatment than actua! 
lack of education about cancer.* The feeling of worth 
lessness is frequently a mechanism in the patient who 
feels he is inferior and not worth bothering the phy 
sician. 

When the relationship between the physician ani 
patient is a warm one and the patient feels the physician 
is really interested in him and can and will listen to his 
problems, certain other fears may be expressed. In the 
first of these, the patient has a sense of fragility, and 
treats himself as if he were an egg which is apt to 
break at any moment; he feels that he is an invalid.> A 
sympathetic physician who is careful and willing to 
elicit these ideas can disperse such hypochondriacal no- 
tions of bodily injury and fragility. 

The second is the patient’s fear of unacceptability 
to others, which is frequent in those many patients who 
look on the disease as communicable and dirty. 

Finally, the physician can also elicit such fears as 
that cancer is always a fatal wasting disease. Despite 
educational campaigns and the fact that thousands of 
cases are cured annually, the concept remains that can- 
cer is a hopeless condition. 

Reactions of the cancer patient—Cancer patients 
react to fears of cancer in a number of different ways.° 
These reactions may be (1) anxious, (2) depressive, 
(3) hypochondriacal, (4) compulsive, and (5) para- 
noid. 


Fears about diagnosis and therapy 


Fear of mutilation —The fear of mutilation is an 
instinctive, unlearned fear. It has been found in chim- 
panzees and higher anthropoids experimentally.’ 

In addition to the instinctive fear of mutilation, 
the breast has been greatly overvalued in this country 
and in this matriarchal society as an important sexual 
attribute of the female. Because of considerable guilt 
concerning sexual thoughts and actions in our society, 
a great deal of guilt is attached to the breast. Since the 
woman accepts this organ, sometimes consciously and 
sometimes unconsciously, as a means to attract the 
male, the loss of the breast is frequently seen as punish- 
ment for sexual thoughts and activity. The resulting 
guilt and self-directed rage at the loss of the breast as 
self-punishment often lead to attempts at suicide. These 
same feelings of guilt and anger result in paranoia or 
the persecution complex. In this, blame for the loss o! 
the organ is placed on others.*® 

Analysis of patients’ dreams may serve to give 
some index of the degree of anxiety and perhaps to 
avert, by treatment, severe depressive or paranoid re 
actions. 

Fear of surgery.—In addition to the patient’s fea: 
of mutilation is the occurrence of the castration com 
plex. This widespread unconscious fear, described b\ 
Freud many years ago, that the patient will be punishec 
for his unconscious, incestuous attraction to the parent 
of the opposite sex, plays an important part in the fear 
of all surgical procedures. 
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The removal of a part of the body is looked upon 
as castration. In addition, the surgical or diagnostic 
procedure is looked upon as punishment for guilt feel- 
ings. An example of this is the case of a young woman 
who had indulged in illicit sexual relations some time 
before surgery. The surgical situation was clearly 
analyzed and interpreted by her as punishment.® 

Fear of anesthesia.—A variety of attitudes toward 
unconsciousness comes into play in the fear of anesthe- 
sia. Rosen" is of the belief that the fear of death which 
i: evoked by the idea of general anesthesia is the rebirth 
of an almost universal childhood fear or anxiety in 
which the child does not differentiate between death 
and separation from a parent. When these fears of 
separation are obvious in a patient, causing overt 
anxiety or panic, local or spinal anesthesia should be 
used, if possible, and consciousness preserved, thus 
allowing these individuals continuous contact with the 
anesthetist and the surgeon." 

The fear of loss of consciousness is most often 
expressed by those patients who have ostensibly been 
s-lf-reliant all their lives and apparently are afraid to 
lose control. Reassurance is necessary to help the pa- 
tent understand his anxiety and allay his fears. 
leutsch’? has suggested that female patients are more 
likely to demonstrate anxiety about separation than are 
males. The latter are more likely to resist loss of 
control. 


Personality of physician and its interaction 


Personalities of doctors and the manner in which 
their differences in personality may affect a cancer pa- 
tient are not frequently discussed in the literature. 
Freud said many years ago that one who analyzes a 
friend, must expect to lose his friendship. This topic 
is frequently avoided and is apparently unpopular, yet 
its importance certainly cannot be denied. I will discuss 
several different personality types in physicians, al- 
though this cataloging is in no way complete. 

Diffidence—Guze™ has pointed out that it has 
been found consistently in routine physical examina- 
tions, supposedly complete, that the anogenital area is 
rarely examined in either male or female patients and 
that the female breasts are seldom palpated or even 
carefully observed unless the patient requests such an 
examination. He also has pointed out that it is unusual 
for the physician to examine a nude patient. 

Time limitations are not involved, since many of 
the same doctors will discuss world affairs and other 
unrelated things with their patients. It is clearly, ac- 
cording to Guze, a psychodynamic socially patterned 
phenomenon that intrudes on the physician-patient rela- 
tionship. The taboos of society may often result in 
finding lesions too late for cure. In the examination, 
often the physician seems inhibited, shocked, or uncer- 
tain. Therefore, it is clear that there is a need for the 
physician to analyze his attitude toward the nude hu- 
man body. 

Omnipotence.—Many physicians have entered 
medicine to relieve their own deep-seated inferiority 
feelings. They must show perfection or they have a 
need to be perfect and cure all the patients they treat. 
Unfortunately, there are many conditions which cannot 
be cured, but the ability to relieve suffering and to com- 
fort and support the patient is a true index, of the art 
of medical practice. The omnipotent physician when 
faced with such a disease panics and feels inferior and 
may tend to avoid the patient ; the patient thus develops 
a feeling of rejection. Many procedures that can help 
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make the patient’s remaining life much more pleasant 
are unfortunately not utilized. 

Depression with introversion.—This type of doc- 
tor is more depressed in the presence of an incurable 
disease than is the patient. His hopeless attitude leads 
to inertia. Much that could be done to cheer and make 
the patient comfortable is left undone." 

Depression and introversion with strong guilt feel- 
ings.—This doctor’s attitude is similar to that of the 
previous one. However, he hides. his distaste for termi- 
nal cancer behind a mask of magnanimity. His attitude 
is that there is nothing he can do, therefore it is unfair 
of him to visit the patient day after day and take his 
money. Thus his inferiority and guilt feelings about 
other things such as money and the value of his serv- 
ices are expressed as a virtuous unwillingness to accept 
money under false pretenses, even though he may be 
aware that there is much he can do to help the patient. 

Optimism.—This doctor may often be very kind, 
sympathetic, and cheerful. In fact, he may be overly 
cheerful with the cancer patient, and the patient loses 
trust when the doctor becomes more cheerful as the 
patient’s situation grows more critical." 

Rigidity —The physician with a rigid personality 
may have been brought up in an environment where 
severe frankness and honesty have been rated above all 
other traits of personality and are considered masculine 
and where sympathy and gentleness are regarded as 
feminine traits. This doctor believes that all the prob- 
lems of a cancer patient can be solved by telling the 
brutal truth at all times. He does not realize that far 
older than the precept of telling “the truth, the whole 
truth, and nothing but the truth” is one which is as 
old as medicine itself, no 

The ideal doctor continues to show interest at each 
visit to the patient. He meets each new difficulty with 
confidence. He feels that no matter what happens to 
the patient up until the moment of death, he can be of 
some service in lightening the patient’s burden, alleviat- 
ing his pain, and making life more pleasant for him. 
He utilizes all available psychotherapeutic facilities and, 
in addition, has many physical treatments to alleviate 
and help the patient." 


Discussing the diagnosis 


Discussing the diagnosis is not easy, even for the 
psychiatrically oriented physician. The greatest authori- 
ties in medicine differ on this question. Alvarez’® advo- 
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cates telling the patient the absolute truth, because 
deception usually fails and because truth is a matter of 
principle. A vehemently opposite view is expressed by 
Hyman" who has stated that it is his principle to lie 
and lie to the patient in an effort to prevent him from 
knowing the nature of his affliction. It is his belief that 
those who worship at the shrine of absolute truth and 
the dwellers in ivory towers may condemn this practice, 
but he has never seen any human being made happy by 
the revelation that he is the hopeless victim of cancer. 

On the other hand, in a survey of fifty women 
with cancer of the breast, all believed they had the dis- 
ease whether or not they had been told the diagnosis. 
Many thought there was no hope at all or the doctor 
would have told them they had cancer which was cur- 
able.'* In another study, the majority of those sur- 
veyed, including cancer patients who knew, felt that the 
patient should be informed. However, in a study of 
Philadelphia physicians by Fitts and Ravdin,’® it was 
found that a majority of physicians in that city do not 
inform the patient of the diagnosis of cancer. In gen- 
eral, patients whose disease has a favorable prognosis, 
such as those with cancer of the skin, are told; those 
with an unfavorable prognosis of their disease are not 
told. 

For the psychiatrist, the much discussed question 
of whether to tell the cancer patient and what to tell 
him is something for which no set rules can be promul- 
gated. The individual patient must be studied and an 
evaluation made of the emotional stresses that this 
patient has been able to withstand in the past. The 
physician’s approach should be founded upon his un- 
derstanding of the patient’s personality and its needs. 

How much of the truth should be told? It is nec- 
essary to supply the patient with enough practical in- 
formation to help him utilize the best available therapy 
with minimal personality disturbance. Finesinger and 
the group at the Memorial Cancer Hospital* have point- 
ed out that the main goal of therapy is not to educate 
the patient or make him a pathologist or psychiatrist 
but to cure him and alleviate his suffering. Therefore, 
they recommend not telling the whole truth when it 
might result in emotional disturbances severe enough 
to interfere with therapy, but they do recommend that 
what is told be truthful, because when the patient learns 
that he has been misinformed, the patient-physician 
therapeutic relationship is weakened or may even be 
destroyed. 

The patient must be encouraged to express his 
thoughts freely to the physician and be able to com- 
municate his ideas concerning his guilt feelings over 
his illness and his ideas of worthlessness. If these ideas 
are not dispelled, he may react with defensive hostility 
to protect himself from the expected punishment or 
rejection by the physician, and often this is turn may 
result in actual rejection by the physician as the result 
of the antagonistic behavior of the patient. 


Aids to psychotherapy 
The family.—It is almost universally believed that 
the family should be informed of the diagnosis. At 
least one emotionally stable member of the family 
should have an idea of the complete diagnosis and prog- 
nosis. However, the objective is not to educate, but 
merely to advance the patient’s therapy and comfort. 
The personalities of the family and ability to tol- 
erate distress may make it necessary to give them an 
idea of the situation gradually. The impact of learning 
should not be such that the family or the patient feels 
stunned or dazed, or that it is all unreal.'° 


The family type should be judged. Three types 
are described: supportive, ambivalent, and_hostile.* 
When the family’s feeling toward the patient is am- 
bivalent, that is, a mixture of love and hate, or when 
the feeling is definitely hostile, the family must be edu- 
cated, preferably by a social worker, a nurse, or some- 
one who can take enough time to discuss the probleiis 
that will have to be faced. It must be remembered that 
the family probably has the same ideas as the paticnt 
concerning guilt and punishment, and possibly concern- 
ing the contagiousness of the disease. All these factors 
too must be discussed with them. 

Pain.—It is now well recognized that pain is a 
psychic phenomenon that has emotional as well as 
physiologic components and that anxiety and fear in 
the patient himself are important. Use of the newer 
medications should not be spared. They often create a 
serene detachment from pain and, in addition, they 
potentiate narcotics and sedatives so that substantially 
reduced amounts of these agents or less potent agents 
may then be used. Chlorpromazine can be used orally 
in initial doses of 10 mg. three or four times a day, or 
25 mg. two or three times a day, the dose being increased 
gradually until symptoms are controlled and then re- 
duced to a maintenance level. Intramuscularly, initial 
doses of 25 mg. (1 cc.) may be given two or three times 
daily. Rectally, 100 mg. suppositories may be used 
every 6 or 8 hours as necessary. The physician should 
have a large variety of sedative and analgesic medica- 
tions in his armamentarium. 

Psychotherapy.—Good psychotherapy includes the 
use of all medical adjuncts, prompt physiotherapy and 
activity following operation, even while the wound is 
healing; proper diet; good nursing; prostheses; and 
properly styled clothes. 

Hypnosis has been used as a pain-relieving agent 
in cancer.?°-*? While he is in a hypnotic trance the pa- 
tient is told that he will pay less and less attention to 
his suffering and that his pain will disappear. This fre- 
quently makes it possible to reduce or eliminate anal- 
gesic drugs. 

Persuasive hypnotic suggestions to face his re- 
maining years with calmness and courage may be very 
reassuring to the patient.*° 

He may be told that he can enjoy his years by 
maintaining the proper mental attitude. Hypnosis has 
been advantageously used on patients who have a pho- 
bia about cancer, either after successful removal of 
cancer tissue or without any actual cancer being present. 


Conclusions 


The management of the cancer patient is an index 
of how adequately the physician practices both the «art 
and science of medicine. There is satisfaction in know- 
ing he has done everything humanly possible to prevent 
the spread of cancer, and finally there is the satisfaction 
of knowing that he is the kind of physician to whom 
the family says, “We have no regrets—we know you 


did everything possible to make the last days pleasant.’ 


233 S. 45th St. 
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CASE REPORT 


Fatal mycotic 


infection* 


GEORGE E. HIMES, D.O. 


and 
ANDREW A. STRINKA, D.O. 
Flint, Michigan 


S isc: 1952, THERE has been an increasing 
number of reports of human fungus infections. Most 
of these reports have concerned infection with known 
mycotic pathogens, such as histoplasmosis,’ blastomy- 
cosis,” cryptococcosis,* coccidioidomycosis, and actino- 
mycosis.* However, there have also been reports of 
secondary fatal mycotic infections resulting from or- 
ganisms which were once considered to be mainly lab- 
oratory contaminants as in mucormycosis,’ and aspergil- 
losis.*® Our case report is of a fatal mycotic infection 
resulting from Aspergillus fumigatus. 


Clinical history 


The patient, a 46-year-old white male, was ad- 
mitted on May 24, 1956, with a chief complaint of 
“pain in the stomach.” The patient had had epigastric 
tenderness since December 1955. All foods caused a 
burning sensation with some nausea and vomiting. 
There had been no hematemesis or melena. Anorexia, 
with a weight loss of 30 pounds in the past 5 months, 
was present. The patient had received broad spectrum 
antibiotics and penicillin periodically since the onset of 
symptoms in December 1955. Past history revealed 
that the patient had gonorrhea and syphilis 30 vears 
ago. The family history was noncontributory. The pa- 
tient had some dyspnea on exertion and edema of the 
hands and feet. A productive cough which had been 
present since December 1955 was associated with pain 
in the upper right chest. No hemoptysis had occurred. 
The genitourinary and neuromuscular systems were 


*Case No. 40101, Department of Pathology, presented at Clinical 
Pathology Conference, Flint Osteopathic Hospital, Flint, Michigan. 
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normal. Physical examination revealed a white male, 
5 feet, 7 inches tall and weighing 130 pounds, who ap- 
peared to be moderately ill. The blood pressure was 
105/60. A maculopapular rash was present over the 
entire body. The pulse rate was 70 per minute, and 
there were diffuse coarse and fine rales present in the 
upper right thorax. No abdominal masses were found, 
but tenderness was present in the upper and lower 
right quadrants. The right lobe of the prostate was 
enlarged and tender. Neurologic examination revealed 
a ‘positive Westphal sign bilaterally, positive Romberg 
sign, and positive ankle clonus. The patient had an 
ataxic gait. 

Hematologic findings were as follows: erythro- 
cytes, 3,900,000; hemoglobin, 11.2 grams per 100 cc.; 
leukocytes, 11,200, with a differential count of 11 per 
cent nonsegmented neutrophils, 62 per cent segmented 
neutrophils, 22 per cent lymphocytes, and 5 per cent 
monocytes. There were no lupus erythematosus cells. 
Urinalysis during hospital stay revealed a_ specific 
gravity which ranged from 1.006 to 1.020. Albumin 
ranged from negative findings to 3 plus, with occa- 
sional casts, and 1 to 3 leukocytes per high power field. 
Blood chemistry was as follows: total protein, 4.3 
grams per 100 cc.; albumin, 2.6 grams per 100 cc.; 
globulin, 1.7 grams per 100 cc.; nonprotein nitrogen, 
56 mg. per 100 cc.; total cholesterol, 150 mg. per 100 
ce.; cholesterol esters, 90 mg. per 100 cc.; Hanger’s 
test, 2 plus; and thymol turbidity, 5 units. 

Sputum examination revealed Staphylococcus al- 
bus. Results of bronchoscopic examination were nega- 
tive; cytologic study of the bronchial secretion failed 
to show malignancy ; biopsy of the bronchial tissue re- 
vealed chronic bronchitis. Intravenous urography re- 
vealed a possible chronic bilateral pyelonephritis. Cys- 
toscopy was performed, and resultant urine cultures 
were negative. 

On June 17, 1956, the nonprotein nitrogen was 62 
mg. per 100 cc.; creatine, 4 mg. per 100 cc.; carbon 
dioxide combining powers, 24 millimols per liter; and 
chlorides, 123 milliequivalants per liter. On June 18, 
the leukocyte count was 21,800, with 21 per cent non- 
segmented neutrophils, 70 per cent segmented neutro- 
phils, and 9 per cent lymphocytes. 

An electrocardiogram taken during the hospital 
stay was negative. Chest x-ray revealed increased 
density of the right hilum, with preliminary impres- 
sions of atypical pneumonia or possible bronchogenic 
carcinoma, 

On June 7, 1956, retrograde pyelography was per- 
formed. On June 8, the patient’s condition suddenly 
became critical. Costovertebral pain developed, and the 
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Fig. |. Left lung showing marked edema and multiple small white abscesses 
which are principally in the peribronchiolar regions. Fig. Right lung, 
with knife pointing to suppurative process in a bronchus, with purulent ma- 


temperature rose to 104.6F. Treatment consisted of 
Furadantin followed by Terramycin, and then Chloro- 
mycetin. Intravenous fluids, ACTH, and Levophed 


were also used. His condition improved until June 16 
when it again worsened and he became semicomatose. 
Pulmonary edema developed. The blood pressure was 
108/70. Ouabain, digitalis, and Levophed were given. 
His condition did not improve, and on June 18 he died. 


Autopsy 


Pertinent findings of the autopsy examination 
were as follows: 

The left lung weighed 600 grams and varied in 
color from a grey-pink to a deep purple-red. There 
were irregular areas of induration throughout, and 
multiple small hard nodules which averaged 1 mm. in 
diameter over all the pleural surfaces. These were sur- 
rounded by black pigment. On cut section, the lung 
presented marked edema and exudation of a frothy, 
bloedy fluid on slight pressure. The bronchioles and 
bronchi, which were filled with a yellow-green purulent 
material (Figs. 1 and 2), reached large proportions. 
In some sections of the periphery of the lung there 
were small abscesses of a similar type. The right lung 


Fig. 3. Kidney showing congestion and edema, with small abscess in upper 
pole. Fig. 4. Prostate and urinary bladder. Prostate has been split longi- 


terial readily seen on the lung surface. Many of the bronchioles, cut in 
cross section, are plugged with purulent material. 


weighed 700 grams and was similar to the left in its 
entirety. 

The left kidney weighed 300 grams. The right 
kidney, which was swollen and presented multiple 
petechial hemorrhages through the very thin capsule, 
was red-black on cut section. It cut with ease, and the 
capsule stripped with a similar ease revealing a red 
surface with numerous red petechial hemorrhages. 
There were several small abscesses in the cortex ( Fig. 
3), the largest of which measured 8 mm. in diameter. 
The medulla presented some yellowing of the tips of 
the pyramids with petechial hemorrhages near the 
junction of the cortex. The pelvis and calyces were 
hemorrhagic. The superior calyx presented a perfora- 
tion of the mucosa, apparently by a needle. The right 
kidney weighed 140 grams and was similar to the left 
kidney. 

The ureters were markedly hyperemic. The uri- 
nary bladder presented marked trabeculation of the 
musculature with extensive hemorrhage into the mu- 
cosa. The prostate was enlarged, weighing 60 gms. On 
cut section, it presented multiple small abscesses which 
were filled with a yellow-green material and surround- 
ed by areas of recent hemorrhage (Fig. 4). The entire 
prostate consisted of a series of these abscesses. 


tudinally and reflected back by forceps. There are multiple large areas of 
hemorrhage and necrosis with suppuration. 
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Fig. 5. Lung (250). Lung abscess showing the infiltrating septate mycelia 
surrounding a small blood vessel. Fig. 6. Lung (950) of section of Fig- 
ure 5, showing the morphologic details of the organism. Fig. 7. Section of 


Microscopic findings 


In the lungs were found multiple abscesses with 
necrotic centers, neutrophils and plasma cells, and 
macrophage infiltration surrounding numerous branch- 
ing septate mycelia (Figs. 5 and 6). The fungi had in- 
vaded the blood vessels (Fig. 7) and peribronchial tis- 
sue. There was advanced chronic passive congestion 
with edema. The kidneys presented embolic glomeru- 
lonephritis, abscesses with fungi identical to those seen 
in the lungs (Fig. 8), hemorrhage into the pelvic 
membrane, and chronic passive congestion. The pros- 
tate presented abscesses filled with fungi identical to 
those seen in the lungs (Fig. 9). There was an acute 
suppurative thyroiditis with abscesses containing fungi 
identical to those seen in the lung (Figs. 10 and 11). 

Cultures of the purulent material expressed from 
the lungs were taken for bacterial and fungus studies. 
The luxuriant growth was noted on the Sabaraud 
media several days later and was found to be Aspergil- 
lus fumigatus. Aspergillus is generally considered to be 


Fig. 8. Kidney (250). Small abscess which contains several branching sep- 
tate mycelia and spores. Fig. 9. Prostate (250) showing multiple ab- 


Fig. 8 
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Fig. 7 


lung (X950) showing the septate mycelia invading the wall of a pulmonary 
vessel. (These photomicrographs have been reduced approximately one third 
in reproduction.) 


a laboratory contaminant. However, with the actual 


invasion of the blood vessels in the lungs and the wide- 


spread dissemination of the organism throughout the 
body, the evidence was conclusive that this was a fatal 
case of disseminated fungus infection. 


Discussion 


It is generally believed that the recent increase of 
fungus infections is attributable to several factors.® 

One is the vastly improved methods of diagnosis. 
These include specific culture media for the various 
organisms ; animal inoculation ; skin testing for various 
infections, such as histoplasmosis, blastomycosis, and 
coccidiomycosis; and serologic technics. Granuloma- 
tous lesions, which were once thought to be of bacterial 
origin, are now recognized to be of mycotic origin. 
This has come about because of better histopathologic 
technics and examination of tissue sections with stains 
which stain only fungi.’ 

Second, with improved methods of therapy, pa- 


scesses. (These photomicrographs have been reduced approximatiey one 
third in reproduction. 
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Fig. 9 
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Fig. 10. Thyroid showing acute suppurative thyroiditis with atrophy of the 
acinar structures. Abscess is in the upper left hand corner. Fig. ||. Thy- 
roid (950). Higher magnification of abscess seen in Figure 10 showing the 


tients with chronic debilitating diseases now live longer. 
Secondary fungtis infections are common in patients 
with leukemia, lymphomas, Hodgkin’s disease, and 
other malignant diseases. 

Third, with the advent of antibiotics, ACTH, and 
cortisone preparations, there may be an increased sus- 
ceptibility to fungus infections. It is well known that 
the body is in a fine state of balance with relation to 
the gram positive bacteria, gram negative bacteria, 
yeasts, and molds. Suppression of one or more of 
these groups allows one or more of the others to be- 
come dominant. Evidence in the past has shown that 
with antibiotic therapy secondary fungus infections 
develop. ACTH and cortisone tend to inhibit healing 
and may allow a more widespread involvement with 
fungi, particularly if antibiotics are being used to treat 
a primary bacterial infection. 

Therefore, in the presence of infection or a debili- 
tated state, it is well to keep in mind the possibility of a 
secondary fungus infection. In pulmonary diseases, 
for example, tuberculosis, abscess, pneumonia, or bron- 
chogenic carcinoma, secondary fungus invaders must 
be kept in mind. Since potassium iodide and newer 
specific antifungicidal agents are now available, the 
patient’s life may be prolonged if the fungus infection 
is discovered and treated with the primary disease. 


Although the characteristics of general practice vary 
somewhat in different localities, general practice is essen- 
tially a one-man performance based an a physician-patient 
relationship that is much more personal than that between 
the specialist and his patient. Furthermore an outstanding 
characteristic of general practice is the rendering of con- 
tinuous care, seeing every member of the family through 
every crisis involving health, and often foreseeing and 
averting trouble through sound preventive measures. 

To provide this kind of service the physician must 
possess a sound knowledge of medicine but knowledge 
alone will not bring success. The family physician must 
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The family physician 


Fig. II 


branching septate mycelia. (These photomicrographs have been reduced ap- 
proximately one third in reproduction.) 


Summary 


1. Fungi, which were once considered to be labora- 
tory contaminants, or nonpathogenic, are increasingly 
more frequent secondary invaders of the human body 
and have become pathogenic per se. 

2. Increased incidence of fungus infections is felt 
to result from three causes: (a) improved methods of 
diagnosis, (b) increased length of life in chronic de- 
bilitating states, and (c) widespread and indiscriminate 
use of antibiotics, cortisone, and ACTH. 

416 W. Fourth Ave. 
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above all have compassion, sympathy, and understanding. 
The patient must recognize that here is someone who is 
‘with him all the way and must feel an emotional relief 
as a result of this confidence. The ability to inspire such 
confidence is based on sincerity and is the true essence of 
the so-called “bedside manner.” Unfortunately it cannot 
be taught in school or learned from books, but the phy- 
sician who has it would literally rather see one of his 
patients than eat. The phone call at meal time is not an 
irritating interruption but a welcome call to service 
and an evidence of the esteem in which he is held.— 
Editorial, World Medical Journal, May 1957. 
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The Sixty-First Annual 


Convention 


To many Americans Texas is a tall story—a 
legend and a myth. Until they visit it. As visitors they 
leave with a smile—not at the Texans, but with the 
Texans. And they come away knowing the meaning 
of the word ‘“Tejas’”—friends. But the thing that 
amazes visitors are the many who came to visit and 
remained to become Texans ; enthusiastically converted 
to a new cause, to them the legend forgotten and the 
myth a fact. There has been unusual interest indicated 
in the second A.O.A. Convention to be held in Dallas, 
July 15-19; the first was held there in 1939. It is sig- 
nificant to know that there are a number of the guests 
of 1939 returning—on the basis that they were there! 

Many doctors are already aware that the program 
of the profession’s sixty-first annual convention is of 
a new and unusual type. It was so planned by a non- 
Texan, but it may be significant that a sharp break in 
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program presentation is one of those fateful things 
that is typically Texan, even if for other reasons. 
Things like that happen in and for Texas. Thus the 
1957 A.O.A. Convention is destined to be an unusual 
one in every respect. And Dallas is ready for its con- 
vention guests. Its long excellent hotel accommodations 
have been modernized and added to and entirely new 
accommodations are now offered by the recently com- 
pleted Hotel Statler-Hilton, one of the world’s finest. 

The Hotel Adolphus, scene of the general and 
afternoon sessions, and the Hotel Baker, where most 
of the affiliated groups and the Auxiliary will hold 
their sessions, are across the street from each other. 
But three blocks away, the Statler-Hilton will house 
the A.O.A. Board of Trustees and the House of Dele- 
gates. The May Forum carried full hotel reservation 
details, including blanks. Requests for reservations 
must be received before June 14. If you have not al- 
ready done so, write immediately to the A.O.A. Hous- 
ing Bureau, Convention Hotels Reservation Bureau, 
Dallas Chamber of Commerce, 1101 Commerce Street, 
Dallas 2, Texas. Every attempt will be made to con- 
form your reservations to the type you desire. 

The sixty-first Annual Convention has been con- 
ceived by Program Chairman Neil Kitchen, one of the 
profession’s best known internists, as a postgraduate 
education program. Both its breadth and depth are il- 
lustrated by relating the Convention to the year in 
which it is being held, 1957, and the International 
Geophysical Year (begining July 1, 1957, and continu- 
ing for 1% years). Readers not already familiar with 
the Geophysical Year will be reading, seeing, and 
hearing much more in the months ahead. It requires 
no leap of the imagination to sense that a world study 
planned to make for better understanding of man’s 
surroundings and their control has a direct connection 
with forces that can promote his welfare or destroy his 
health. 

Chairman Kitchen’s program is a sharp break 
with traditional methods of presentation in that there 
will be few formal papers read from prepared manu- 
scripts. Program subjects have been designated as 
symposium-panel discussions presided over by a mod- 
erator. Each moderator has been free to select either 
the symposium or the question-and-answer forum type 
of presentation. In almost every instance the subjects 
selected are broad, including such material as, “Aging 
and the Diagnosis and Treatment of Diseases of the 
Aged,” “Structural Diagnosis and Treatment of Thor- 
acic Disease,” “Diagnosis and Treatment of Malig- 
nancies,” “Diagnosis and Treatment of Some Aspects 
of Diseases of Neuropsychiatric Nature,” and “Diag- 
nosis and Treatment of Diseases of the Kidneys, 
Ureters, and Urinary Bladder.” 


The moderators and participants of all panels 
have been selected especially with a view to their tested 
teaching and program experience and their clinical 
skill in fields covered by the particular symposium. 
This method of program building and presentation has 
proven popular in medical meetings generally as evi- 
denced by an increased attendance at program sessions 
of such meetings. There seems every reason to believe 
that both the general and the teaching sessions of the 
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1957 Convention will prove to be the most attractive 
in recent years. 

Dr. Kitchen has provided the richest opportunity 
in many years to convention attendants for observa- 
tion and participation in sessions devoted to manipu- 
lative technics. On each of the four afternoons there 
will be seven technic sessions, each session to be lim- 
ited to the number set by its instructor. The total of 
twenty-eight sessions will be supervised by Dr. Myron 
Beal, Rochester, New York, who advises that registra- 
tion for technic sessions is mandatory and will be made 
at the Hotel Baker. First come, first served. 

Many affiliated’ groups will be meeting, some with 
program sessions, several specialty colleges will hold 
instructional meetings. An important 1957 convention 
innovation is full provision for daytime entertainment 
for the children of registrants. A good attendance is 
already assured for Dallas. 


The GP in osteopathic practice 


The attention of readers is directed to two timely 
articles appearing in current publications of the Ameri- 
can Osteopathic Association. The first, a special article 
entitled “The General Practitioner of Tomorrow,” will 
be found on page 629 of this issue of THE JouRNAL; 
the other, excerpts from an address on “The General 
Practitioner’s Role in Hospitals,” will be published in 
the July Forum. Each paper is by a general practitioner 
of note and a leader in the now 4-year-old affiliate 
of the American Osteopathic Association, the Ameri- 
can College of General Practitioners in Osteopathic 
Medicine and Surgery. The information contained in 
the articles is authentic; they have been carefully pre- 
pared, and they present the objectives and policies of 
the College and its achievements thus far. THE Jour- 
NAL article is a general statement of the many issues 
involved in general practice; THe Forum paper deals 
with a specific aspect of the College’s endeavors. The 
articles supplement each other. 

Members of ACGPOMS will arise from a study 
of these papers less critical of their leaders and more 
patient and sympathetic with their endeavors. They 
will appreciate much more the fact that their problems 
are not entire and of themselves but are closely related 
to the problems of other groups in the profession and, 
even more, that they are related to the problems of 
medicine generally. General practice is an important 
problem, but it is only one of many meriting the seri- 
ous attention of organized osteopathy. These problems 
represent many unanswered questions, especially those 
concerned with medical education and medical care, 
fields that are basic to the problems of general practice. 

In June 1953, in introducing the GP organization 
to the profession, THE JoURNAL pointed out that the 
College, among its other activities, could well take the 
lead in providing postgraduate training for general 
practitioners within the tradition and ideals of the 
“family doctor.” The papers now being published 
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show evidence that ACGPOMS is beginning to build 
its programs to this end and that it is developing into 
an effective agent in assisting general practitioners. 

This is not to intimate that the College has en- 
tirely solved any of its problems. It is inevitable just 
now that the GP organization is confronted with many 
more problems than it can even start to solve. But 
ACGPOMS has made a hopeful beginning; its leaders 
are devoted and tireless in the pursuit of its clearly 
defined objectives, and they have shown intelligence 
and patience in their handling of the many ambiguities 
that bedevil their own group and create misunder- 
standing, not only within the College membership but 
in its relation to specialty colleges and other organized 
bodies. As a matter of fact these ambiguities are so 
much a part of the practice of both modern medicine 
and osteopathic medicine that no organization can hope 
to overcome in any foreseeable future the obstacles 
they interpose. 

Ambiguity is a part of the human situation today 
in every area and no less in healing art agencies. Lead- 
ers in all activities are obliged to counsel their fol- 
lowers to expect total solution to but few problems, 
if they are not to become frustrated, cynical, and 
embittered in this era of revolutionary change in all 
areas of man’s activities. Wise men do not continue to 
jump up and down in the same place, neither do they 
take a no for an answer. The yes may come tomor- 
row, or in a hundred years. Man continues to move 
forward in time by faith and perseverance. The way 
to good medical care, even for a nation as forward 
looking as America, is no easy road. Realization of 
objectives is most often seen only in the long view. 

Osteopathy has won its position thus far in part 
by its tirelessness. The profession’s future will demand 
an even greater effort upon the part of its leaders to 
cope with its own internal contradictions. In this re- 
spect there could be no greater creative agency than 
the College of General Practitioners, working in con- 
junction with specialty colleges, both guided by their 
long seasoned and experienced parent body, the Ameri- 
can Osteopathic Association. 

The problems of the general practitioner are very 
complex. It is a temptation to speculate endlessly about 
them. Leaders in the general practice field experience 
difficulty in getting their doctors to comprehend the 
difficulties inherent in moving their organization more 
rapidly toward desired goals. GP’s are frustrated by 
their lack of organizational effectiveness seen in rela- 
tion to their numerical importance. On the other hand, 
specialists in various fields have succeeded in producing 
great improvement with respect to their training and 
practice. All specialties now possess highly formalized 
definitions of the coverage of their respective fields. 
General practitioners are aware that they possess none 
of these advantages. They are unable to find the an- 
swers to their own questions: What is good general 
practice? How do I train for it? What is my relation 
to other fields of practice? They are inclined to feel 
that the only positive answer they get is largely nega- 
tive: No trespassing. The position of the GP is one of 
defense within an increasingly narrowed area, and, too, 
in many instances in recent years theirs has been a 
sorting and reassignment job. 
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Contrary to the body of literature in other medical 
fields, that of general practice is not large and it is 
particularly lacking in analytical studies. One study 
of significance has been recently published and it is 
deserving of the careful examination by the leaders of 
ACGPOMS, educators in osteopathic colleges, and 
general practitioners interested in a self-analysis of 
their own concepts and patient care. It is “An Analyt- 
ical Study of North Carolina General Practice, 1953- 
1954”? that was made for the Division of Health Af- 
fairs, University of North Carolina, by three physicians 
and an authority in the field of biostatistics. The sen- 
ior author, a member of the Rockefeller Foundation 
staff, had had the added advantage of studying the 
problems of British general practitioners working un- 
der the British National Health Act. All the authors 
were well prepared for their task and were given much 
assistance in producing the most realistic and basic 
inalysis of the general practitioner available to date. 
To the leaders of ACGPOMS attempting to organize 
and formalize osteopathic general practice, the findings 
of the project are of real worth. 

The special articles mentioned above, this editorial, 
ind another on “Aspects of General Practice” appear- 
ing in the April Forum, make no reference to general 
practice conceived within osteopathic theory and prac- 
tice. This is a purposeful omission. Both THE JouRNAL 
and THE Forum have emphasized editorially on prev- 
ious occasions that the primary obligation of the osteo- 
pathic profession to society is to furnish it with fully 
prepared physicians and surgeons in no way divorced 
from the fundamental facts of medicine. It is main- 
tained that the obligation is independent of medical 
philosophies, medical sects, organizations of medicine, 
or conflict between the two healing art professions. It 
is a thing apart. The obligation is of the immediacy. 

Medicine generally (with no reference to the pro- 
fession of medicine or the profession of osteopathy ) 
must settle upon certain fundamentals. What is gen- 
eral practice ? How is the physician to be trained for it? 
What is its relation to the whole of medical practice? 
And all of this must be thought of within what is 
termed “good medical care.” 

No reader should carelessly conclude from the 
omission as stated that the leaders of the general prac- 
tice group in osteopathic medicine and others working 


with them toward a better understanding of the prob-. 


lems of general practice are not interested in osteop- 
athy’s “special distinctive contribution to human health 
and welfare.”? The omission does not alter the fact that 
acknowledgedly the profession’s gravest concern is to 
develop to its fullest the distinctive nature of osteo- 
pathic medicine and the special skills of its practi- 
tioners. 

Admittedly it would be ideal to approach all the 
profession’s problems as if they were of one piece— 
an “osteopathic” approach. Ideal, yes; and certainly 
desirable. But those who are fully acquainted with the 
complexities of modern medicine know that in the 

1. The Journal vf Medical Education. Vol. 31, No. 12, Part 2. 


Association of American Medical Colleges, 2530 Ridge Ave., Evanston, 
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2. Korr, I.M.: Osteopathic research: Why, what whither? An exam- 
ination of its content, direction, and relation to the function of osteo- 
pathic medicine. J. Am. Osteop. A. 56: 275-285, Jan. 1957. 
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osteopathic profession the problems of the medical pro- 
fession are many times compounded. No total approach 
to any one problem of osteopathic medicine is either 
possible or practical within the limitations of a situa- 
tion encompassed by the subject under study. 

The groups that are concerned with so funda- 
mental a problem as that of general practice and the 
general practitioner—the American College of General 
Practitioners in Osteopathic Medicine and Surgery, 
specialty colleges, teaching hospitals, and the policy- 
making and administrative agencies of organized oste- 
opathy—will each be moved to chart continually the 
set of its compass that it is deflected by no secondary 
poles. Before general and specialty practice as separate 
entities comes the advancement of the osteopathic 
movement, its origin in the reorientation of the medical 
practice of 60 years ago, and its continuance justified 
only by its salutory influence upon medicine’s contin- 
uing orientation. Physicians themselves, whether doc- 
tors of osteopathy or of medicine, general practitioners 
or specialists, making up of small groups or wielding 
power as large organized bodies, all are as naught 
beside the purpose they serve, the medical needs of 
people, and the promotion of human welfare. 

The GP in osteopathic practice is both the chal- 
lenger and the challenged. But the challenge that con- 
cerns THE JOURNAL is one much more formidable 
than that raised by or imposed upon the general prac- 
titioner—or the specialist ; it is a challenge to the osteo- 
pathic movement in medicine whose destiny rests with 
no one group, but in the ability of all its practitioners 
for concerted action toward the end for which it was 
conceived. 


Kansas—unlimited again 


MILTON McKAY 


General Counsel 
American Osteopathic Association 


Since 1938, when the Kansas Supreme Court con- 
strued the Osteopathic Practice Act as a limited law, 
the osteopathic profession in Kansas has had the mis- 
fortune of undergoing a legal and legislative ordeal 
seldom duplicated. Relentlessly the profession has 
sought relief from the restrictions on practice which 
impeded its opportunity to make its full contribution to 
public health. 

H.B. 281, establishing a Basic Science Law, and 
H.B. 282, enacting the Kansas Healing Arts Act and 
creating a composite State Board of the Healing Arts 
for the regulation and licensing of doctors of osteop- 
athy, doctors of medicine, and doctors of chiropractic, 
were enacted into law on April 2, 1957. H.B. 282 is 
published in full on pages 633-637 of this JouRNAL. 
The eleven-member Board of the Healing Arts is to 
be composed of five doctors of medicine, three doctors 
of osteopathy, and three doctors of chiropractic. The 
laws go into effect July 1, 1957. Under the provisions 
of H.B. 282, licensed doctors of osteopathy practicing 
in the state on January 1, 1957, become eligible to take 
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either a special or regular examination for the practice 
of medicine and surgery if application is made prior 
to July 1, 1960, and upon passing the examination will 
receive a license to practice medicine and surgery. A 
doctor of osteopathy who graduated from an approved 
osteopathic college after June 1, 1950, and who has 
served an approved internship is eligible to take the 
regular examination for medicine and surgery at any 
time. An accredited school of osteopathy is defined as 
one with “a standard of education not below that of 
the Kirksville College of Osteopathy and Surgery. All 
such schools shall be approved by the board.” The 
existing medical, osteopathic, and chiropractic laws 
were repealed. All licenses duly issued prior to the 
time the new law goes into effect are to continue in 
full force. 

Thus Kansas rejoins the great majority of states 
providing for the unlimited licensure of doctors of 
osteopathy. Those citizens of Kansas who never wav- 
ered in the support of their doctors are to be com- 
mended. Rural Kansas, in particular, which so long 
has looked to the osteopathic profession for doctors is 
to be assisted in meeting its health problems. Officers 
and members of the Kansas State Osteopathic Associa- 
tion merit the recognition of the profession for their 
untiring efforts to regain for osteopathy its rightful 
status as an unlimited school of medicine under Kansas 
law and its privilege to continue sharing equally in the 
responsibility of providing complete health care for the 
people of Kansas. 


An osteopathic debt 


Over the years the osteopathic profession has ac- 
cumulated a debt of special nature—a debt to its lay 
functionaries. The indebtedness had its origin in a pro- 
fession beholden first to the lay friends of osteopathy 
prior to the salaried lay employee. Without these 
friends, osteopathy could have secured no toe hold— 
citizens, patients, legislators, and men and women by 
nature of the vanguard, all spoke for the new pro- 
fession, without fear and for no favors. 

Then came the time when the needs of osteopathic 
organizations grew beyond the services that volunteer 
or part-time employed professional help could give, 
and the salaried person from without the profession 
entered the picture. The first of these groups to en- 
gage salaried employees was the American Osteopathic 
Association, dating from the day it reached the dignity 
of a Central Office, with a geographically undivided 
and employed staff of four people; two were doctors of 
osteopathy and two were lay employees. The day is 
on record as June 19, 1922. Eight weeks later, a fifth 
employee was added, merely as temporary help, lest 
the fledgling office find itself overstaffed. This event, 
however, was not one of passing moment; indeed, 
August 14, 1922, proved pivotal both for the Associa- 
tion and for the person employed. It marked the be- 
ginning of a kind of phenomenon—an employee not 
of the profession who grew into a position of such 
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worth and responsibility that she became an integral 
part of it. The “temporary” employee was a young 
woman named Rose Mary Moser. 

An incident can now be seen as the establishment 
of a precedent. Osteopathy became something to bui'd 
and to fight for, a matter for an individual’s deep con- 
cern and one with which he shared his life. For 35 
years, the osteopathic movement has inspired the men 
and women who work for it with a loyalty rarely in 
evidence in the business or professional worlds. it 
has transcended opposing opinions and personal dit- 
ferences, and it is of one piece, made up from the 
members of the profession and their non-professional 
co-workers. The amazing thing is that the phenomenon 
still obtains, manifested most recently in such im- 
portant posts as that of executive secretaries of di- 
visional societies. And the debt grows as these persons 
and others extend themselves beyond the line of duty. 

One of the much discussed books of the year is 
The Organizational Man, a study of the human being 
to whom connection with a big corporation becomes a 
vocation, to live for and with during the individual's 
working years. “The organization” has become to the 
post-World War II young man a living entity to which 
he turns as holding for him the best of the American 
way of life. Whether such a premise and its analysis 
is right or wrong, it reports a state of mind less than 
a decade old. The osteopathic employee of an early 
day, seen in retrospect, would appear to be the proto- 
type of the “organization man.” But for what different 
reasons! For in the early period osteopathy had little 
to offer and nothing to promise. No one of that day 
could have presumed upon the reality of today. 

Yet, there must have been an intuitive conviction 
of A.O.A. organizational potentiality upon the part of 
that fifth osteopathic employee and a prescient apper- 
ception of her worth upon the part of those in author- 
ity, for Rose Mary Moser remained to become the 
Treasurer of the American Osteopathic Association in 
1934. Thus began an osteopathic debt to one individual, 
and over the intervening 35 years, many more have 
come to serve devotedly in the osteopathic world. And 
this acknowledgement so rightly due the one is in 
essence a tribute to those unnamed. 

Loyalty to and identification with osteopathy are 
not hard to come by today. The profession is a going 
concern. There is much to be gained and nothing to 
be lost by becoming a part of its organization. Today 
a newcomer to the profession visiting the Central Office 
feels a sense of pride in its totality. He is impressed 
with the building as an architectural achievement in 
miniature, modern in design and in beauty and function. 
Therein he recognizes efficiency and dispatch in a sea- 
soned staff multiplied fifteen times its original count. 
Seeing, the visitor is certain he has seen it all—a model 
organizational agency. 

But there are a handful of men and women scat- 
tered here and there in the osteopathic world who 
would say to our visitor that his senses have betrayed 
him ; that this substantial thing is not the reality. They 
would point out that they alone knew the reality, of 
which this substantial thing is the reflection. The 
reality, they would point out, is not brick and steel, 
cement and plaster, shaped into a building; it is not 
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the human beings that live and work there as in a 
hive. The reality is embodied in the human spirit. 

If our witnesses were reminded of their own 
efforts as volunteer workers, they would say they were 
successful only when welded into an effective instru- 
ment through an A.O.A. employed staff having a con- 
tinuity beyond that of the individuals that make it up. 
And yet these witnesses would not be unmindful of the 
individual’s role. Names would come readily to them 
—Gaddis and McCaughan and Hulburt, living in their 
memories, and Clark and Moser, the doctor and the 
lay employee, with their 33 and 35 year records. And 
there are others yet to be named. THe JouRNAL was 
privileged recently to say its word for its long-term 
Business Manager ; it is equally privileged to speak now 
for its Treasurer. And it is good that they can be 
paralleled, the doctor and the layman, for it perfectly 
typifies the shared service that has built osteopathy. 

Rose Mary Moser came to osteopathy a girl, in- 
telligent and ambitious, and with a sense of loyalty, 
an the capacity to develop into a creative and highly 
productive person. She leaves the Association as one of 
its past officers, mature, richly experienced, vital, and 
understanding, a warmly gracious woman with years 
of full living ahead for her, of the type and kind she 
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National THE NATIONAL Health 
Survey, discussed more 
Health uty in the October 1956 
JouRNAL, is now under 
way. The project, ap- 
proved by the Congress 
of the United States and managed by the Public 
Health Service, is resulting in a polling of the health 
of the general population of America—the first such 
effort in 20 years. Each month 3,000 households, na- 
tion-wide, will be visited by trained workers. Questions 
will be asked about twenty-six common ailments indi- 
viduals could have encountered within the last 12 
months; about operations and accidents, especially if 
an automobile was involved; and illnesses of the 2 
weeks preceding the polling. The findings will be of 
special value to research workers, insurance compan- 
ies, hospital personnel, physicians, and others con- 
cerned with health. 

For ease in studying the nation has been divided 
into eleven geographic regions, plus eight metropoli- 
tan areas with more than 2,000,000 population—New 
York, Chicago, Los Angeles, Philadelphia, Detroit, 
San Francisco, Boston, and Pittsburgh. During the 
Survey, patients who have consulted doctors of oste- 
opathy and doctors of medicine will be counted as 
having visited a physician. Pollsters will not classify 
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may choose. Her friends in osteopathy are as wide- 
spread as the profession: Many are retired and remi- 
niscent and deeply appreciative of her contribution to 
their profession; many more, like herself, are active 
and at the height of their powers and see her move as 
part of the Great Adventure that life should always 
be—they may even view her new freedom with a 
slight tinge of envy! Then there are the many who 
were employed by her, for she was long in charge of 
personnel ; they would feel a glow of warm friendliness 
were they to know, because they recall that to “Miss 
Moser” they were human beings first, employees 
second, 

Yes, these witnesses would tell our visitor that 
neither the structure of osteopathy nor the building 
that houses it is the thing to be seen of men. The 
reality is much more permanent. Along with others, 
Rose Mary Moser is a part of it and shall always be. 

Accountants attest that the American Osteopathic 
Association is debt free—and it is, this million dollar 
business of the profession. But that is only as figures 
reckon. The profession is actually debt-bound to 
human loyalty. And one to whom it is so bound is at 
the moment standing clearly in the sun, the archetype 
of many. 


COMMENTS 


kinds of doctors for their respondents, but will indi- 
cate interest in any doctor they may have talked to. 

The July-August issue of Heattn will carry an 
article on the National Health Survey written espe- 
cially for its readers by Forest E. Linder, Ph.D. Dr. 
Linder, formerly chief of demographic and social sta- 
tistics branch, United Nations Statistical Office, is the 
director of the project. The facts developed in the ar- 
ticle should be widely known, as the project is one 
of real significance to the welfare of the nation. 


Commendable ANTIBIOTIC - RESISTANT 
staphylococcus infections 
courage 


>~ are widely recognized as a 
in California _ serious menace in nurseries 

for the newborn, surgeries, 

and obstetric and pediatric 

wards. Too often medical groups and institutions stop 
with lip-service recognition and do nothing outside their 
narrow area of immediate responsibility. High praise 
should go to a local group and a local institution which 
has placed public health before sectarian differences. 
The Orange County (California) Pediatric Society re- 
cently invited the members of the Orange County Med- 
ical Association, of the Orange County Osteopathic 
Society, and of the staff of the Orange County General 
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Hospital, including its nursing and administrative per- 
sonnel, to meet for consultation with an outstar ling 
authority on the problem of intra-institutional infec- 
tions, against which there is little specific protection. 
The offer to consult on a broad basis came from Arthur 
H. Parmelee, Sr., M.D., who is Clinical Professor of 
Pediatrics at the University of Southern California 
and a consultant on perinatal infections to the State 
Department of Public Health. Honest and frank ad- 
mission of responsibility to public health by physicians 
and their institutions should be so commonplace as not 
to command a notice such as this. Unfortunately, action 
like that of the Orange County Pediatric Society is un- 
precedented on any large scale. It not only required 
courage but it is indicative of the high ethical and 
moral sense of these California physicians and one 
more often claimed than practiced by doctors. 


“Falsely THE FEDERAL TRADE Com- 
advertised”? ™ission has charged three 
ae national distributors of ar- 
remedies _ thritis remedies with “false- 


ly advertising” their prod- 

ucts. This particular gov- 
ernment agency has been monitoring the radio and 
television commercials of the three firms since last 
October, as well as studying their advertising copy in 
newspapers and magazines. The companies charged are 
the Mentholatum Company, Buffalo, New York; the 
Whitehall Pharmacal Company, New York City; and 
the Omega Chemical Company, Jersey City, New Jer- 
sey. The Federal Trade Commission has been named 
in THE JouRNAL as one of the federal government 
agencies which act to safeguard both the public and 
physicians against the huxsterism of unethical pharma- 
ceutical houses. 


. Cleveland Clinic has in- 

of rheumatoid 
ag vestigated the effects of 
arthritis drugs on cases of rheum- 


atoid arthritis of vary- 
ing severity. Results of 
these studies have been reported from both the experi- 
mental and clinical points of view in the April 1957 
issue of the Cleveland Clinic Quarterly (sent upon re- 
quest to members of the medical profession; address 
Cleveland Clinic, 2020 East 93 Street, Cleveland 6, 
Ohio). The report consists of five short papers and 
an extensive set of references to recent literature. 
In this study, rheumatoid arthritis is premised as 
a “complex, fluctuating, systemic disease of unknown 
etiology, for which no single therapeutic agent to date 
is consistently or predictably effective.” The combined- 
drug regimen followed no set formula but was con- 
stantly modified to the response of the individual pa- 
tient. As a highly flexible program of chemotherapy, 
it varied from the oral administration of sodium sali- 
cylate alone, to the oral, intravenous, intramuscular, 
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and intra-articular administration of multiple drugs. 
The care with which these studies were conducted and 
the variety of responses in each instance on a number 
of patients sufficient to have observational worth em- 
phasizes how little is really known about the disease, 
one that does disappear spontaneously or as often re- 
sponds to nonspecific measures. Physiotherapy ws 
not discussed in these papers, but it is considered es- 
sential in patients with musculoskeletal symptoms. 
When indicated in the various series discussed, it was 
used as a supplement to the chemotherapeutic prograr. 

The report represents the best of medical writing 
in that papers are brief, but material is clearly and 
adequately presented. 


Monitoring A VETERANS Administration 
f di hospital (Hines, Illinois) 
announces the development 
impulse of a transistorized device 


that permits continuous and 

instantaneous monitoring 
of the cardiac impulse. It has proved to be especially 
useful in cases of extreme shock since the device pro- 
vides accurate information about the heart even though 
the blood pressure and pulse may not be detectable. 
Such information insures against unnecessary opening 
of the chest for cardiac massage. The device is so 
simple in design and mechanism that it can be operated 
by nonmedical personnel—its name, Cardiac Monitor. 


THE HEALTH INSURANCE 
Association of America 
was recently told by 
Marion B. Folsom, Sec- 
retary of Health, Educa- 
tion, and Welfare, that 
“about 55,000,000 Americans are without hospitaliza- 
tion insurance of any kind . . . about 75 million people 
—almost half the population—have no surgical insur- 
ance protection.” He pointed out that two of ever) 
three people have no insurance against general medica! 
expense. In even more cases, the health coverage poli- 
cies carried are much too restrictive. 


Health 
insurance 
in America 


OSTEOPATHIC physician 
and osteopathic colleges o: 
research laboratories 
renew their Federal nar 
cotic permits every yea! 
before July 1. Failure t 
do so entails severe penalties. 

On or before July 1 each osteopathic physician 
who wishes to dispense, prescribe, or administer mari- 
huana in his practice must, under the provisions of the 
Federal Marihuana Tax Act, pay a $1.00 annual tax 
and register or reregister with the Director of Interna! 
Revenue for each of the districts in which he practices. 


Narcotic and 
marihuana 
permits 
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SPECIAL 


the GENERAL PRACTITIONER 


A. J. SCHRAMM, D.O.+ 


Los Angeles, California 


I HE ROLE OF THE general practitioner of 
tomorrow and his contribution to organized osteopathy 
are based upon his position in the past, his accomplish- 
ments of the present, and his plans for the future. Up 
to 1950 he was alone, lost in an era of specialization. 
He was graduated and granted a license to practice the 
healing art with the right to use accepted methods of 
diagnosis and therapy, the better to relieve pain and 
suffering and, if possible, to cure diseases or prevent 
their onslaught. He felt keenly the need of continuing 
education to keep apace with the rapid advances in 
medicine. Yet, when the GP attended conventions as a 
part of his postgraduate training, he found the pro- 
grams were slanted toward specialists. The material 
presented did not inspire the feeling of self-confidence 
so necessary to a doctor if he is to cope with the prob- 
lems presented by patients. 

In 1950 eight general practitioners met and found- 
ed the American College of General Practitioners in 
Osteopathic Medicine and Surgery. I am proud to be 
one of those eight. We met every month and worked 
tirelessly on a constitution and bylaws for which there 
was no precedent in our profession. In this document, 
the purposes and objectives of the College had to be 
clearly defined, for they would constitute the corner- 
stone of the foundation upon which our College was 
to be built, 

One of the four objectives of the College is de- 
fined in article II, section 4, of the Constitution and 
reads as follows: “To contribute to the interests of the 
profession by functioning as an affiliated organization 
of the American Osteopathic Association.” It took 
the College founders 3 years to accomplish affiliation. 
Suffice it to say that there were many conferences in- 
volving much rewording of the original articles of the 
Constitution and Bylaws. Our group had certain fun- 
damental principles which we felt should be reflected 
in the governing document, and since we were able to 
make these points clear to the Board of Trustees of the 


*Presented at the banquet of the Polk County (Iowa) Osteopathic 
Society of Physicians and Surgeons, Des Moines, Iowa, September 12, 
1956, 

+Executive secretary, American College of General Practitioners in 
(steopathic Medicine and Surgery. 
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LOMORROW* 


American Osteopathic Association, with whom we 
achieved a fine working relationship, our Constitution 
and Bylaws were approved at the December 1952 Board 
meeting, and the American College of General Practi- 
tioners in Osteopathic Medicine and Surgery became 
an affiliate body of the American Osteopathic Associa- 
tion. 

Beginning in January 1953 the general practitioner 
had an organization he could join and turn to for as- 
sistance. In the meantime the College had gained a 
sizable membership, made up of practicing GP’s who 
felt the need of a strong organization. The College has 
been fortunate in having able and influential doctors as 
leaders since its inception. 

The first general assembly of the College was 
called to order during the A.O.A. Convention held in 
Chicago in July 1953. As provided by the Constitution 
and Bylaws, fifteen members were elected to the Board 
of Governors, with no less than two members repre- 
senting each approximate time zone of America. At 
this assembly, committee chairmen were appointed, and 
the new Board, with fresh vigor and enthusiasm, set 
about putting into effect the objectives of the College. 

A second of the objectives is stated in this lan- 
guage: “To advance the standards of general practice 
in the field of osteopathic medicine and surgery by en- 
couraging and improving the educational opportunities 
for the training of general practitioners in all branches 
of osteopathic medicine and surgery.” The College is 
modestly proud of the progress that has been made in 
carrying out this major objective, but its officers are 
aware that the program must be developed much more 
fully if it is to bring to the GP in all phases of prac- 
tice, metropolitan and rural, the latest advances in all 
branches of medicine. In the effort to implement such 
teaching, contacts have been made with the national 
and divisional convention program chairmen, and as a 
result more and more programs are being slanted to 
meet the needs of the general practitioner. Regional, 
state, and local groups of GP’s chartered by the College 
are doing a splendid job in arranging educational con- 
ferences in their respective areas. 

In November 1955, the Missouri GP’s, under the 
able leadership of Dr. J. Myron Auld, Jr., arranged 
and presented the first midyear clinical conference. This 
year [1956] we are honored to meet with you here in 
Des Moines as guests of the Iowa GP’s. We will be 
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The purpose of this 
paper is to present the 
general practitioner’s position 


in the past, his accomplishments 


of the present, and his 


plans for the future 


the guests of the Michigan group when our third mid- 
vear conference is held in Detroit. 

A library of postgraduate study material utilizing 
tape recordings, disks, and films has been developed 
by the educational committee of the College under the 
direction of Dr. Jean F. LeRoque, Des Moines. To 
maintain membership in the College, each member 
must present a minimum of 50 hours of approved post- 
graduate study each year. This requirement does not 
necessarily present a problem to the metropolitan doc- 
tor, but it does to the busy rural practitioner who can- 
not leave his practice to attend educational programs in 
far removed areas. Rural members can cbtain the re- 
corded educational matter free of charge and use it to 
make up 25 hours of the required 50 hours of post- 
graduate study. 

The College accepts postgraduate work made avail- 
able by state universities and conferences offered by 
state and county health departments. A large number 
of our members have availed themselves of these op- 
portunities. 

The third stated objective of the College is this: 
“To aid in establishing a department or section of gen- 
eral practice in hospitals.” It is felt that a department 
of general practice should be established in every osteo- 
pathic hospital and that this department should be inde- 
pendent of other departments, although equally bound 
by staff regulations. The College emphasizes that the 
department of general practice in a hospital should be 
headed by one of its members in good standing. 

Although a department of general practice in os- 
teopathic hospitals is an innovation—in fact, it is a 
relatively new move in medicine generally—the College 
has had many requests from hospitals throughout the 
nation for information and assistance in establishing 
such a department. Rules and regulations, which must 
be carefully worked out, studied, revised, and put in 
such form as to be understood by all groups concerned, 
are now under study by the proper agencies and com- 
mittees of the American Osteopathic Association. First 
among these agencies is the Bureau of Hospitals. As 
soon as understanding has been reached and provisions 
have been approved, members who are interested will 
be advised. The College program is related to that of 
many other groups. The interests of others must be 
protected as well as our own, and that takes time. 

By tireless effort, the hospital committee of the 
College has been successful in many instances in re- 
moving the barriers which prevented general practi- 
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tioners from entering patients in hospitals for treatment 
under their own supervision. There remain, unforti- 
nately, many hospitals where a GP can enter a patient 
only under the supervision of a specialist. However, 
progress thus far is encouraging, and we are sure that 
the time is coming when the GP will be accorded right- 
ful recognition everywhere. 

The College realizes full well the value of the hos- 
pital as a training center which must be made available 
to its members. Therefore the College will exert every 
effort to accomplish this as rapidly as possible. 

General practice residencies have been given care- 
ful study by the College. Since 1954 it has worked with 
ad hoc committees of the Board of Trustees of tie 
American Osteopathic Association toward finding a 
solution to the various problems that such residencics 
offer. Negotiations are proceeding most satisfactorily 
in this entire matter. The A.O.A. Board of Trustees 
is highly cooperative, and the College hopes that follow- 
ing the July 1957 meeting of the A.O.A., we will be 
able to make a definite announcement on the progress 
of a general practice residency program. 

The fourth objective of the College says this: “To 
promote a general understanding of the scope of serv- 
ices rendered by the general practitioner and his rela- 
tionship to specialty groups and to promote and 
maintain the highest moral and ethical standards in the 
practice of osteopathic medicine and surgery.” The 
formation of the American College of General Practi- 
tioners in Osteopathic Medicine and Surgery in 1950 
made it clear that there was a general misunderstand- 
ing of the scope of the service rendered by the GP and 
of his relationship to specialty groups. This misunder- 
standing was evinced by the strong opposition met 
when the College attempted to become an affiliate body 
of organized osteopathy. It took considerable effort 
to demonstrate to specialty groups that the College had 
no desire to compete with them and was sincere in its 
endeavor “to promote and maintain the highest moral 
and ethical standards in the practice of osteopathic 
medicine and surgery.” 

The dedicated GP is in a unique position. He 
practices the art of medicine. He becomes an honorary 
member of the family he serves, and to it he has a 
deep sense of responsibility. He glories in the fact that 
he serves as advisor and counselor as well as adminis- 
ters to health needs. He rejoices with proud parents 
when a baby is added to the family, and he looks upon 
this infant as his responsibility as it develops through 
childhood and adolescence, finally to become an adult 
and a useful citizen. He is saddened by the death of « 
loved family member, and his words of comfort to the 
grieving relatives are sincere and from the heart. He 
is ingrained deep in the lives of his patients, and the 
love and respect he has earned give him greater satis- 
faction than the money paid him. No doctor limitin: 
his practice to a specialty can boast of such a relation- 
ship. 

With the rapid progress of medicine in the last 2> 


years and its division into numerous specialties, the G!’ 


has found that his hospital has become specialty-domi 
nated and many of his traditional privileges have bec: 
curtailed. An economic problem further complicate- 
the picture. The majority of patients are protected b: 
some type of insurance that provides hospitalizatior 
and coverage for specialty fees. The fees that provid: 
for medical care are usually two-visit deductible, and 
the amount for office and home care is well below regu 
lar fees. When a patient requires hospitalization anc 
specialist care, the fees provided by the insurance car 
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rier are claimed by the specialist’ who also complains 
that they are substandard. 

The College has been making a concentrated study 
of this problem. Members from all parts of the coun- 
try have requested that the College adopt a policy ad- 
vising that the GP be paid equitably for his services 
to patients in hospitals when the services of a specialist, 
primarily a surgeon, are also required. Negotiations 
with the chairman of the Ethics Committee of the 
American College of Osteopathic Surgeons were ini- 
tiated, and a copy of the rules covering the billing of 
fees and conduct between the specialist and referring 
doctor was given to us. The interpretation of these 
rules made by the chairman of the Ethics Committee of 
the College of Surgeons was not satisfactory to us. We 
made it clear that when the referring doctor diagnoses 
a case, gives preoperative care, assists during surgery, 
renders postoperative care, and then sees the patient 
through convalescence, he is entitled to a fee. The 
problem is more complex if an insurance carrier is in- 
volved and only the surgical fee is provided by the 
carrier. We are most desirous of conforming to ethical 
codes and determined that the patient shall be protected. 
Actually, in most instances patients are concerned be- 
cause they know their family doctor is not adequately 
compensated. 

During the period of negotiation with the College 
of Surgeons, another situation developed. GP’s attend- 
ing conferences and symposia sponsored by universities 
and state and county health groups, found these meet- 
ings helpful because of their educational worth and 
appealing because of the logical and up-to-date manner 
of presentation. Many of these courses were attended 
by as many doctors of osteopathy as doctors of medi- 
cine. Medical educators found the D.O. to be a good 
student, earnestly seeking knowledge in order to render 
better service to patients. Any feeling of hostility that 
existed between members of the two professions at- 
tending these courses soon disappeared, for they found 
themselves interested in a common purpose that over- 
shadowed existing prejudices and engendered mutual 
respect. They talked over common problems between 
the family doctor and the specialist. They found that 
a better understanding has been developed between the 
GP and the specialist in the medical profession than in 
our profession. M.D.’s know the financial situation of 
their patients and the amount the insurance carrier 
pays. Fees are freely discussed with the patient by the 
general practitioner and specialist. 

The College is aware that the use of M.D. con- 
sultants by our members when D.O. consultants are 
available is not to the best interest of the osteopathic 
profession. In a sense it is an admission that our intra- 
professional relationship is not what it should be. The 
College encourages the use of osteopathic consultants in 
the interest of rendering the best possible care to the 
patient and the best possible relationship between the 
doctors. Yet, no limitations can be imposed on a refer- 
ring doctor in his choice of a consultant. Osteopathic 
specialty colleges are aware of the referring doctor’s 
right to his choice of consultants. 

Last year, in an attempt to reach an understanding, 
the Board of Governors of the College of General 
Practitioners invited Dr. Troy McHenry,* then presi- 
dent-elect of the American College of Osteopathic Sur- 
geons, to attend a meeting. He attended and the situa- 
tion was frankly discussed. Out of this meeting, the 
first where there was an opportunity to talk about the 


*Dr. McHenry died October 21, 1956. 
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problems that were disturbing general practitioners and 
surgeons alike, one fact emerged—that there is a gen- 
eral misunderstanding of the Code of Ethics estab- 
lished by the American College of Osteopathic Surgeons. 
Dr. McHenry pledged every effort to improve commu- 
nication between GP’s and surgeons and expressed the 
opinion that more conferences should be held. As the 
principal speaker at our fourth general assembly held 
in New York last July, he sincerely attempted to clarify 
the situation and answer questions forthrightly. Those 
who attended were impressed that Dr. McHenry was 
most understanding and that he felt it to be to the best 
interest of all concerned—and that includes the patient 
—for the GP and surgeon to resolve their differences. 
We are confident that the official policy of the College 
of Surgeons will be directed to that end. 

The Advisory Board for Osteopathic Specialists is 
aware of the problem of the specialty consultant, and a 
representative of the College was invited to discuss it 
with Dr. Thomas Meyers, chairman of the Advisory 
Board. An official meeting was arranged during the 
1956 A.O.A. Convention for representatives of the 
College to present its points of view to members of the 
Advisory Board. We believe the Advisory Board 
under Dr. Meyers’ wise guidance will make every 
effort to be helpful to the groups involved. 

I have endeavored to bring the professional status 
of our GP up to date. He stands on the threshold of 
tomorrow and views a picture that is truly frustrating. 
Big business, in the form of insurance, has moved into 
his practice, and he must conform to the rules dictated 
to him or fail financially. The services he wishes to 
render his patients must now be considered in the 
light of benefits provided by insurance carriers. How 
large has this insurance program grown? The last re- 
port of the Health Insurance Council, a group of eight 
insurance associations, shows their total payments under 
insurance plans for hospital, surgical, and other medical 
expenses, plus loss of income benefits, topped 3 billion 
dollars in 1955! 

The Council estimates 110 million Americans are 
now covered by hospital insurance. Hospital charges 
paid for them last year came to more than 1% billion 
dollars, with insurance companies and the Blue Cross- 
Blue Shield plans participating fairly evenly. Surgical 
expense protection is held by 94 million people. Policies 
covering regular medical expenses are held by 58 mil- 
lion. Major medical expense insurance now covers 7 
million other persons. Some 33% million individuals 


The dedicated GP .. . is ingrained 
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are insured against loss of income through disability. 
Last vear, they alone collected 595 million dollars. 
That is only part of the story, however. Millions 
of employees have loss-of-income protection through 
paid sick-leave plans, including those administered by 
unions or employee mutual benefit associations. Work- 
men’s compensation laws protect about 45 million 
against expense and income loss due to occupational 
accident or disease. The federal government gives 4 
million persons, mostly military personnel, complete 
medical care; some 3% million veterans are eligible 
for complete care for service-connected disabilities. The 
Council reports that benefit payments under voluntary 
health insurance programs are running one fifth higher 
in 1956 than in 1955. No estimates have been made on 
the increase for the next year. Let us pinpoint this 
insurance problem. I am sure you are familiar with the 
controversy between the United Auto Workers and 
Blue Shield in Michigan. Union spokesmen publicly 
accuse “fee hungry doctors,” claiming “that the over- 
charges may total 6 million dollars yearly, based on a 
recent survey of some 1,500 U.A.W. members.” The 
Blue Cross and Blue Shield plans have over 3% million 
members in Michigan, of whom about half belong to 
the United Auto Workers union. This union, under 
the leadership of Walter P. Reuther, is an authoritative 
body speaking in the interests of its members. The 
physician can get lost in the struggle. How does all this 
affect our general practitioner? It has been predicted 
that when the problem is eventually settled in Michigan, 
the same pattern of settlement will prevail elsewhere. 
Unions have suggested that perhaps their best interests 
could be served by withdrawing from the Blue Cross 
and Blue Shield plans. They are considering medical 
and hospital protection for their members by plans 
under their own supervision. It is true that the health 
costs are up, but this is not entirely the result of 
charges made by doctors for their services, for it is 
recognized that the larger part of the cost is for hospi- 
talization. Increased labor costs in hospitals account 
for approximately 90 per cent of the per-diem increases 


since 1949. The problem is a complex one. 

Labor and management both negotiate with insur- 
ance carriers for the greatest coverage at the least cost. 
Catastrophic illness is the prime consideration, and this 
usually requires specialty care and hospitalization. Con- 
tracts are drawn up and if medical coverage is includ- 
ed, it is usually a two-visit-deductible plan, with many 
restrictions and limitations. The subscriber is given a 
coded card and assurance by the insurance agent that 
he has no worries as far as medical protection is con- 
cerned. The subscriber pays his monthly premiums and 
when he develops an illness, he consults his GP. The 
illness requires laboratory procedures. A second visit is 
necessary for an evaluation of the laboratory tests be- 
fore a diagnosis and a treatment program can be estab- 
lished. When the bill is presented, the patient says he is 
covered and presents. his card. The necessary papers 
are filled out and sent to the insurance carrier. The 
insurance carrier writes the doctor a nice letter ex- 
plaining the fact that the patient has no medical cov- 
erage or that, if he does have medical coverage, it is the 
two-visit-deductible type. 

In either event, the doctor is well-nigh helpless. 
The patient may be unable to pay or may refuse to pay 
because he has insurance and believes he is protected. 
Our GP learns the hard way. He attempts to hospi- 
talize the next such patient, only to find that he cannot 
enter the patient in a hospital unless he calls for spe- 
cialty consultation and approval. The consultant takes 
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over and collects directly from the insurance carrier. 
The consultant advises our GP that the coverage re- 
mitted by the insurance carrier is substandard, and he 
points out that it is unethical to pay the referring doctor 
out of the monies received from the carrier. Again 
the GP gets no fee for his service. This situation is a 
typical one. The busy general practitioner in many in- 
stances is not aware of how rapidly insurance programs 
have developed, and he has not taken time to study the 
details of the programs or to adjust himself and his 
practice to their limitations. 

The Board of Governors of the American College 
of General Practitioners in Osteopathic Medicine and 
Surgery is familiar with these problems. In an effort 
to provide a “better tomorrow” for the GP, the objec- 
tives for which the College was formed will. be broac- 
ened and implemented in the following manner: 

One: The standards of general practice in the 
field of osteopathic medicine and surgery will be ad- 
vanced by making postgraduate courses available. 
These courses will include a study of insurance pro- 
grams so that the GP can take advantage of the benefits 
provided to bring the best possible service to the public. 

Two: The College will make every effort to have 
osteopathic hospitals establish departments of general 
practice and will continue negotiations for general 
practice residencies. 

Three: Representatives of the College will con- 
tinue to meet with official bodies of the A.O.A., with 
the specialty colleges, and all groups interested in pro- 
moting a better definition of the scope of practice 
rendered by the GP. The College will continue to pro- 
mote and maintain the highest moral and ethical stand- 
ards in the practice of osteopathic medicine and surgery. 

I should like to re-emphasize the purpose for 
which this paper was prepared: to present the general 
practitioner’s position in the past, his accomplishments 
of the present, and his plans for the future. The prob- 
lems outlined here are matters of mutual concern not 
only to us and our colleagues in osteopathic specialties, 
but they are problems that have their counterpart in 
the profession of medicine. They exist not only in 
America—for we find the same general situation in 
Great Britain—and they stem from the fact that the 
general practitioner receives less attention than his im- 
portance and his number seem to demand. ’ 

The American College of General Practitioners in 
Osteopathic Medicine and Surgery was formally intro- 
duced to our profession by a series of editorials in THe 
JoURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION. The March 1953 issue had this, in part, to say: 


A newly awakened interest in general practice and in gen- 
eral practitioners is no superficial or passing thing. . . . [The 
general practitioner] gives a service . . . not to be found in 
the specialties of medicine or their practitioners. It can be given 
only by the general practitioner or family doctor. He is re- 
emerging everywhere in response to man’s consciousness of hi S 
own need for survival. .. . It is in this relation that the Ameri- 
can College of General Practitioners in Osteopathic Medicine 
‘and Surgery should be examined, if our profession is to under 
stand the importance of its latest group, so earnestly dedicate: 
to the advancement of osteopathic medicine. 


Our organization presents its objectives in an ar 
ticle such as this only that they may become more wide- 
ly known and better understood. We believe that the 
difficulties that naturally crop up between general prac- 
titioners and specialists as individuals will be greatly 
lessened if they can be freely and openly considered in 


their organizational aspects. 
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1957 Kansas Composite 
Board Practice Law 


» On April 2, 1957, Governor Docking of Kansas signed H.B. 
281, enacting into law a Basic Science Act, and H.B. 282, creat- 
ing a new Healing Arts Act. Both laws will become effective 
on July 1, 1957. H.B. 282 repealed the existing osteopathic, 
medical, and chiropractic laws and substitutes in their place the 
law set out in full below, which will be administered by a State 
Board of the Healing Arts composed of five doctors of medi- 
cine, three doctors of osteopathy, and three doctors of chiro- 
practic. j 

While the law as a whole relates to the osteopathic profes- 
sion, specific attention is called to sections 70, 73 (c), 73 (d), 
and 75 pertaining to doctors of osteopathy. Under this new law 
doctors of osteopathy become eligible for a license to practice 
medicine and surgery. Section 75 defines an accredited school 
of osteopathy as one having a standard of education not below 
that of the Kirksville College of Osteopathy and Surgery. The 
grandfather clause in Section 73 (c) is applicable to doctors 
of osteopathy licensed in Kansas on January 1, 1957, and who 
on that date maintained an office in the state and were actively 
engaged in practice. Section 73 (d) makes those who have 
graduated from approved colleges of osteopathy since June 1, 
1950, and have served an approved internship eligible to take 
the examination in medicine and surgery. 


KANSAS 
Regular Session 


House Bill No. 282 


AN ACT relating to the practice of certain of the healing arts; pro- 
viding for the issuance of licenses therefor, the renewal and recording 
thereof; creating and establishing a state board of healing arts, the num- 
ber, qualification, term, organization, compensation and oaths thereof; 
providing for the revocation or suspension of licenses and the procedure 
providing for the revocation or suspension of licenses and the procedure 
therefor; fixing fees to be collected by said board; providing for the en- 
forcement and penalties for the violation of the provisions of this act; 
defining the practice of said healing arts and the exceptions thereto; de- 
fining accredited healing arts schools; providing certain examinations and 
waiver thereof; providing for employees of said board, salaries and pay- 
ment thereof; providing for the protection of vested rights, the continu- 
ance of present licenses and disposition of present funds, and repealing 
sections 65-1001, 65-1002, 65-1003, 65-1005, 65-1006, 65-1007, 65-1008, 
65-1010, 65-1011, 65-1201, 65-1202, 65-1204, 65-1205, 65-1206, 65-1208, 
65-1301, 65-1302, 65-1303, 65-1304, 65-1305, 65-1306, 65-1307, 65-1308, 
65-1309, 65-1310, 65-1311, 74-1001, 74-1003, 74-1201, 74-1301, 74-1302, 
74-1303, 74-1304, and 74-1306 of the General Statutes of 1949, section 
65-1203 of the General Statutes of 1949, as amended by section 10 of 
chapter 52 of the Session Laws of 1956, section 74-1002 of the General 
Statutes of 1949, as amended by section 14 of chapter 52 of the Session 
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Laws of 1956, section 74-1305 of the General Statutes of 1949, as amend- 
ed by section 16 of chapter 52 of the Session Laws of 1956, and sections 
65-1004, 65-1004a and 65-1207 of the General Statutes Supplement of 
1955. 

Be it enacted by the Legislature of the State of Kansas: 

Section 1. Purpose of a healing arts act. Recognizing that the prac- 
tice of the healing arts is a privilege granted by legislative authority and 
is not a natural right of individuals, it is deemed necessary as a matter 
of policy in the interests of public health, safety and welfare, to provide 
laws and provisions covering the granting of that privilege and its subse- 
quent use, control and regulation to the end that the public shall be 
properly protected against unprofessional, improper, unauthorized and un- 
qualified practice of the healing arts and from unprofessional conduct by 
persons licensed to practice under this act. 

Section 2, Definitions. For the purpose of this act the following defi- 
nitions shall apply: (a) The healing arts include any system, treatment, 
operation, diagnosis, prescription, or practice for the ascertainment, cure, 
relief, palliation, adjustment, or correction of any human disease, ail- 
ment, deformity, or injury, and includes specifically but not by way of 
limitation the practice of medicine and surgery; the practice of osteop- 
athy; and the practice of chiropractic. 

(b) “Board” shall mean the state board of healing arts. 

(c) “License” shall mean a license to practice the healing arts grant- 
ed under this act. 

(d) “Licensed” or “licensee” shall mean a person licensed under 
this act. 

(e) Wherever the masculine gender is used it shall be construed to 
include the feminine, and the singular number shall include the plural 
when consistent with the intent of this act. 

Section 3. License prerequisite to practice of the healing arts. No 
person shall engage in the practice of any branch of the healing arts, as 
hereinafter defined, unless he shall have obtained from the board a license 
for that purpose. 

Section 4. Same; licenses; qualifications; age; character; citizenship. 
No person shall be licensed under this act until he shall have furnished 
satisfactory evidence to the board that he has attained the age of twenty- 
one (21) years, is of good moral character, and a citizen of the United 
States. 

Section 5. Same; license; when refused. The board may refuse to 
grant a license to any person, otherwise qualified, upon any of the 
grounds for which a license may be revoked under the provisions here- 
inafter contained. 

Section 6. Same; license; form. Every license shall be in the form 
of a certificate under the name and seal of the board. i 

Section 7. Same; right to practice; license presumptive evidence. 
Every license issued under this act shall be presumptive evidence of the 
right of the holder thereof to practice that branch of the healing arts for 
which said license is issued. 

Section 8. Same; licenses; record; index; forms. The name, age, 
nativity, location or post office address, school, and date of graduation, 
and date of license, if one be issued, with rating or grades received, of 
all applicants for examination shall be filed in the office of the board. 
The names of applicants shall be appropriately indexed, and all other 
records relating to that application or license granted shall be given the 
same designation. A suitable record shall also be kept of those granted 
licenses. Applications shall be upon forms prepared by the board, and 
completed applications shall be retained as a part of its permanent records. 
All applications based on licenses granted in other states shall be received 
upon forms prepared by the board and entered as near as may be in the 
same form as are those applying for examinations. In addition to the 
date of license, the length of time of practice in all other states shall be 
given and entered. All such records shall be kept open to public inspec- 
tion under proper regulations by the board. 

Section 9. Same; licenses; expiration date; renewal; fees. The li- 
cense shall expire June 30 each year and may be renewed annually upon 
request of the licensee without examination. The request for renewal shall 
be on a form provided by the board and shall be accompanied by the 
prescribed fee, which shall be paid not later than the expiration date of 
the license. At least thirty (30) days before the expiration of his license 
the secretary of the board shall notify each licensee by mail addressed to 
his last place of residence as noted upon the office records. Any licensee 
who fails to pay the annual fee within thirty (30) days after the expira- 
tion of his license shall be given a second notice that his license has 
expired and that the board will suspend action for ninety (90) days fol- 
lowing the date of expiration and that, upon receipt of the annual re- 
newal fee, together with an additional fee of five dollars ($5) within the 
ninety (90) day period no order of revocation will be entered, but that 
upon the failure to receive the amount then due, including the additional 
fee of five dollars ($5), and order of revocation will be entered: Provid- 
ed, Any licensee who allows his license to lapse by failing to renew same 
as herein provided may be reinstated upon recommendation of the board 
and upon payment of the renewal fees then due. 

Section 10. Same; recorded in office of county clerk; duties of coun- 
ty clerk; list of certificates; recording fee. Within thirty (30) days after 
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beginning to practice one of the healing arts in this state, the licensee 
shall file and have his license recorded in the office of the county clerk 
of the county in which he practices or resides, or if a nonresident, then 
of the county in which he has an office or intends te practice, and the 
date of recording shall be endorsed thereon. The county clerk shall keep 
a complete list of said licenses in a book for that purpose, and such book 
shall be open to public inspection during business hours. The fee to be 
paid to and collected by the county clerk for filing and recording such 
licenses shall be one dollar ($1) and shall be paid by the licensee. The 
board shall immediately notify the county clerk, of the county in which 
a licensee practices or resides, or, if a nonresident of the county in which 
the licensee has an office or intends to practice, of any and all licenses 
revoked, cancelled or otherwise surrendered, and the county clerk shall 
enter the date of such revocation, cancellation or surrender in the proper 
records. 

Section 11. Temporary permit; how issued; termination. The secre- 
tary of the board may issue a temporary permit to practice the appropriate 
branch of the healing arts to any person (a) who shall have made proper 
application for a license by examination or indorsement; (b) has all the 
required qualifications for such license; and (c) has paid the prescribed 
examination and other fees, and such permit, when issued and filed in 
the office of the county clerk in the same manner as a license, shall 
authorize the person receiving same to practice within the limits of his 
permit until the date of the next examination, but no more than one such 
temporary permit shall be issued to any one person. 

Section 12. State board of healing arts; by whom appointed; num- 
ber. For the purpose of giving examinations to applicants for license to 
practice the healing arts prescribed herein, and to administer and execute 
this act, the governor, by and with the consent of the senate, shall ap- 
point from a list of names submitted by the professional societies or 
associations pursuant to section 15 hereof a state board of healing arts 
consisting of eleven (11) members. 

Section 13. Same; qualification of members. Five (5) members of 
the board shall hold a degree of doctor of medicine from an accredited 
medical school and shall be residents of and have been actively engaged 
in the practice of medicine and surgery in the state of Kansas under 
license issued in this state, for a period of at least six (6) consecutive 
years immediately preceding their appointment; three (3) members shall 
hold a degree of doctor of osteopathy from an accredited school of os- 
teopathy and shall be residents of and have been actively engaged in the 
practice of osteopathy in the state of Kansas under license issued in this 
state, for a period of at least six (6) consecutive years immediately pre- 
ceding their appointment; and three (3) shall be chiropractors who have 
been actively engaged in the practice of chiropractic in the state of Kan- 
sas under license issued in this state, for a period of at least six (6) 
consecutive years immediately preceding their appointment. 

Section 14. Same; term of members. Two members of the hoard 
shall be appointed to serve for one (1) year, three for two (2) years, 
three for (3) years, and three for four (4) years. The term of each 
board member. first appointed hereunder, shall commence on the day this 
act becomes effective. All appointments made subsequent to those herein 
first specified shall be for a term of four (4) years, but no member shall 
be appointed for more than three (3) successive four-year terms. Each 
shall serve until his successor is appointed and qualified. 

Section 15. Same; state society recommended board members. At 
least thirty (30) days before the expiration of any term, the professional 
society or association shall submit to the governor a list of three (3) or 
more names of persons of recognized ability who have the qualifications 
prescribed for board members for each appointment in its branch of the 
healing arts. From such list the governor shall appoint one of the per- 
sons as a member of the board. 

Section 16. Same; vacancies; how filled. The governor may notify 
the appropriate professional society or association whenever a vacancy 
occurs in the membership of the board caused by death, resignation, re- 
moval, or otherwise. The unexpired term shall be filled by the governor 
from the list last submitted. 

Section 17. Same; removal; power of governor. The governor shall 
have the power to remove from office at any time any member of the 
board for continued neglect of duty, for incompetency, or for unprofes- 
sional conduct as that term is defined in this act. 

Section 18. Same; annual organization. The board shall organize 
annually at its first meeting subsequent to July 1, and shall select a 
president, vice-president, and secretary from its own membership. The 
secretary shall be the custodian of the common seal, the books and records 
of the board, and shall keep minutes of all board proceedings. The presi- 
dent and secretary shall have the power to administer oaths pertaining to 
the business of the board. 

Section 19. Same; seal; rules; oath; meetings. The board shall have 
a common seal and shall formulate rules to govern its actions. Each 
member of the board shall take and subscribe the oaths prescribed by 
law for state officers. The board shall hold an annual meeting and such 
additional meetings as the board may designate. 

Section 20. Same; secretary; bond. The secretary shall execute a 
bond to the state of Kansas in a sum to be fixed by the board and signed 
by a surety company authorized to do business in this state. The bond 
shall be approved by the board and conditioned that the secretary shall 
faithfully perform the duties of his office. 

Section 21. Same; oath; bond; where filed. The oaths and bonds 
provided for herein shall be filed in the office of the secretary of state. 

Section 22. Same; quorum. Seven (7) members shall constitute a 
quorum for the transaction of business. 

Section 23. Same; compensation, per diem and expenses. Each mem- 
ber of the board shall, in addition to necessary traveling and subsistence 
expenses, receive a per diem of fifteen dollars ($15), not exceeding three 
hundred dollars ($300) in any one calendar year, for each day actually 
engaged in the discharge of his official duties, including time spent in 
traveling to and from the place of conducting examinations and for a 
reasonable number of days for the preparation of examination questions 
and the reading and grading of the examination papers, in addition to 
the time actually spent in conducting the examinations; Provided, That 
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the board may fix and pay to the secretary an annual salary not to exceed 
three thousand dollars ($3,000), payable in equal monthly installments, in 
lieu of the per diem herein specified, and such salary shall be fixed so 
it will fairly compensate said secretary for the services rendered by him. 
Any member shall be paid the sum of seven cents (7c) per mile for all! 
automobile mileage incurred in the exercise of his duties hereunder. 

Section 24. Examinations; application; fees. Any person desiring to 
take the examination for a license hereunder shall make application to 
the board on a form provided by the board and sworn to by the appli 
cant. Such application shall specify that branch of the healing arts in 
which the applicant desires to be examined and shall be accompanied by 
the prescribed examination fee and such documents and affidavits as ar¢ 
necessary to show the eligibility of the candidate to take such examina. 
tion. All applications shall be filed in the form, within the time, and in 
accordance with the rules of the board. 

Section 25. Same; list of accredited schools; regulations. The board 
shall prepare and keep up to date a list of accredited healing arts schools, 
but no school shall be accredited without the formal action of the board. 
Any such school whose graduates or students desire to take the examina 
tion in this state shall supply the board with the necessary data to allow 
it to determine whether such school should be accredited. 

Section 26. Same; when and where held. The sessions for the pur 
pose of giving examinations shall be held at such times and places as 
the board may fix and not to exceed four in any one year. 

Section 27. Same; list of eligible applicants. Prior to each examina 
tion the board shall prepare a list of applicants who are eligible to take 
the examination. 

Section 28. Same; rules; grading. The board shall prepare rules 
regulating examinations and grading of examination papers. In the ab 
sence of any definite provision all applicants shall be required to attain 
an average grade of seventy-five percent (75%) and not to fall below a 
grade of sixty percent (60%) in any one subject. When an applicant 
falls below sixty percent (60%) in not more than two (2) subjects he 
may take those over without charge at any time within one (1) year. 
If an applicant falls below sixty percent (60%) in more than two (2) 
subjects, or if he fails to attain an average grade of seventy-five percent 
(75%) in all subjects, he may take the entire examination over, without 
charge, at any time within twelve (12) months, or at the first subsequent 
meeting of the board if it is not in session within that time. 

Section 29. Same; identity of applicants concealed. All examinations 
shall be in writing, and the identity of persons taking the same shall not 
be disclosed upon the examination paper in such a way as to enable the 
board to know by whom written. 

Section 30. Same; examination written. The examination under this 
act shall be prepared, given and graded by members of the board who 
hold a license similar to that sought by the applicant. 

Section 31. Same; license; record. After each examination the board 
shall issue a proper license to successful candidates, and make the re- 
quired entry. 

Section 32. Same; examination papers filed. All questions and an- 
swer papers connected with any examination for a license shall be filed 
by the board and preserved for two (2) years as a part of its records. 
During this time the said papers shall be open to inspection of the appli- 
cant or his duly authorized representative under regulations prescribed 
by the board. 

Section 33. Endorsement licenses; credentials required. The board, 
without examination, may issue a license to a citizen of the United States 
who has been in the active practice of a branch of the healing arts in 
some other state, territory or District of Columbia, upon certificate of 
the proper licensing authority of that state, territory, or District of Co- 
lumbia, certifying that the applicant has a certificate from a legally 
constituted state board of basic science examiners, is duly licensed, that 
his license has never been suspended or revoked, and that, so far as the 
records of said authority are concerned, the applicant is entitled to its 
endorsement. Said applicant shall also present proof of the following 
things: 

(a) That the state, territory, or District of Columbia from which 
the applicant comes shall have and maintain standards equal to those 
maintained by Kansas. 

(b) That his license there was based upon an examination and the 
grade given at such examination. 

(c) Date of his license. 

(d) That said licensee has been actively engaged in practice undet 
such license since it was issued, and, if not, fix the time when and reason 
why he was out of practice. 

(e) That the applicant has been in the active and continuous prac 
tice under license by examination in the state, territory, or District of 
Columbia from which he comes for at least one (1) year, provided such 
applicant for endorsement may, in lieu of practice, show that he has com 
pleted an accredited internship. 

(f) An applicant for endorsement registration shall not be licensed 
unless his individual qualifications meet the Kansas legal requirements. 

Section 34. Same; standards of other states, how ascertained. In 
order that the board may determine the standards established by law and 
by rule in other states, the board, or some person authorized by it, sha!! 
gather information from other states bearing upon this point. The appli- 
cant shall, upon the request of the board, be responsible for securing 
information from the proper authority of the place from which he comes 
of the standards maintained there, and the laws and rules relating thereto. 

Section 35. Same; removal from state; certificate of standing. Any 
licensee who is desirous of changing his address to another state, terri- 
tory, or District of Columbia, shall, upon application to the board and 
the payment of the legal fee, receive a certified statement that he is a 
duly licensed practitioner in the branch of the healing arts for which he 
is licensed in this state. 

Section 36. Licenses; revocation; suspension; causes. A license may 
be revoked or suspended when the licensee is guilty of any of the fol- 
lowing acts or offenses: (a) Fraud in securing the license. (b) Immoral, 
unprofessional or dishonorable conduct. (c) Conviction of a felony. (d) 
Use of untruthful or improbable statements or flamboyant, exaggerated 


Journa A.O.A. 


il 


or extravagant claims in advertisements concerning such licensee’s pro- 
fessional excellence and abilities. (e) Use and distribution of literature 
advertising professional abilities. (f) Other unethical advertising practice. 
(gz) Addiction to or distribution of intoxicating liquors cr drugs for any 
other than lawful purposes. (h) Willful or repeated violation of this act 
or the rules and regulations of the state board of health. (i) Unlawful 
invasion of the field of practice of any branch of the healing arts in 
which the licensee is not licensed to practice. (j) Failure to pay annual 
renewal fees specified in this act. (k) Failure to take some form of 
postgraduate work each year as required by the board. 

Section 37. Same; unprofessional conduct defined. For the purpose 
of the preceding section, ‘‘unprofessional conduct” shall consist of any 
of the following acts: (a) Solicitation of professional patronage, or profit- 
ing by the acts of those representing themselves to be agents of the li- 
censee. (b) Receipt of fees on the assurance that a manifestly incurable 
disease can be permanently cured. (c) Assisting in the care or treatment 
of a patient without the consent of said patient, his attending physician 
or his legal representatives. (d) The use of any letters, words, or terms, 
as an affix, on stationery, in advertisements, or otherwise indicating that 
such person is entitled to practice a branch of the healing arts for which 
he is not licensed. (e) Performing, procuring or aiding and abetting in 
the performance or procurement of a criminal abortion. (f) Willful be- 
trayal of confidential information. (g) Making use of any advertising 
statements of a character tending to deceive or mislead the public. (h) 
Advertising professional superiority or the performance of professional 
services in a superior manner. (i) Advertising prices for professional 
service. (j) Advertising by means of a large display, lights, signs, or 
containing as a part thereof, the representation of any portion of the 
human body. (k) Employing or making use of advertising solicitors or 
free public press agents. (1) Advertising any free professional services 
or free examination. (m) Offering discounts or inducements to prospec- 
tive patients by means of coupons or otherwise to perform professienal 
services during the given period of time or during any period of time 
for a lesser or more attractive price. (n) Advertising to guarantee any 
professional service or to perform any operation painlessly. (0) Indi- 
vidually advertising any price or prices of corrective devices or services. 

Section 38. Same; proceedings for revocation; jurisdiction; petition; 
where filed. The board shall have jurisdiction of the proceedings to re- 
voke or suspend the license of any licensee practicing under this act. The 
petition for the revocation or suspension of a license may be filed: (a) 
By the attorney general in all cases; (b) by the county attorney of the 
county in which the licensee resides or has practiced; or (c) by a regu- 
larly employed attorney of the board. Said petition shall be filed in the 
office of the secretary of the board. 

Section 39. Same; petition for revocation of license; board may di- 
rect filing. The board may direct the attorney general, the county attor- 
ney, or its regularly employed attorney, to file such petition against said 
licensee upon its own motion, or it may give such direction upon the 
sworn statement of some person who resides in the county where the 
licensee practices. 

Section 40. Same; prosecution by attorney general; by county attor- 
ney. The attorney general shall comply with such directions of the board 
and prosecute said action on behalf of the state, but the county attorney 
of any county where a licensee has practiced, at the request of the attor- 
ney general, or of the board, shall appear and prosecute such action. 

Section 41. Same: petition; form: rules. The following rvles shall 
govern the form of the petition in such cases: (a) The board shall he 
named as plaintiff and the licensee as defendant. (b) The charges against 
the licensee shall be stated with reasonable definiteness. (c) Amendments 
may be made as in ordinary actions in the district court. (d) All allega- 
tions shall be deemed denied, but the licensee may plead to the petition 
if he so desires. 

Section 42. Same; hearing; time. Upon the presentation of the peti- 
tion to the secretary of the board he shall make an order fixing the time 
and place for the hearing which shall not be less than thirty (30) nor 
more than forty-five (45) days thereafter. 

Section 43. Same; service on licensee. Notice of the filing of such 
petition, together with a copy thereof, and of the time and place of the 
hearing, shall be served upon the licensee at least twenty (20) days he- 
fore said hearing. Said notice may be served by any sheriff, or constab'e 
or by any person specially appointed by the secretary of the board. Said 
service may be made either upon the licensee personally or by leaving at 
his usual place of residence. 

Section 44. Same; procedure; hearing; order; effect as to licensee. 
The board shall not be bound by technical rules of procedure. but shall 
give the parties reasonable opportunity to be heard and to present evi- 
dence, and shall act reasonably without partiality. Affidavits may be re- 
ceived in evidence in the discretion of the board. The board shall have 
the power to subpoena witnesses, compel their attendance in the same 
manner and to the same extent as the district courts of the state. Depo- 
sitions may be used by either party. Upon the completion of any hearing 
held hereunder, the board shall have the power to enter an order of 
revocation or suspension of a license. The licensee shall not engage in 
practice after a license is revoked or during the time for which it is 
suspended. If a license is suspended, the suspension shall be for a 
definite period of time to be fixed by the board, and such license shall 
be reinstated upon the expiration of such period if all annual renewal 
fees have been paid. If such license is revoked, such revocation shall be for 
all time: Provided, That at any time after the expiration of one (1) 
year, application may be made for reinstatement of any licensee whose 
license shall have been revoked, and such application shall be addressed 
to the secretary of the board. The board may promulgate such rules and 
regulations concerning notice and hearing of such application as are 
deemed necessary. 

Section 45. Same; hearing; non-appearance of licensee; evidence; 
order. In case the licensee fails to appear, either in person or by coun- 
sel, at the time and place designated in said notice, the board after re- 
ceiving satisfactory evidence of the truth of the charges, shall order the 
license revoked or suspended as it may determine. 
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Section 46. Same; costs, how taxed. If the order is adverse to the 
licensee, the costs shall be charged to him as in ordinary civil actions in 
the district court, but if the board is the unsuccessful party, the costs 
shall be paid out of any money in the state treasury to the credit of the 
board. Witness fees and costs may be taxed according to the statutes 
prevailing in district courts. 

Section 47. Same; costs due state; uncollectible, paid by board. All 
costs accrued at the instance of the state, when it is the successful party, 
and which the attorney general certifies cannot be collected from the de- 
fendant, shall be paid out of any available funds in the state treasury to 
the credit of the board. 

Section 48. Same; appeals to district court, procedure. At any time 
within thirty (30) days after the entry of the order of the board, either 
party shall have the right of appeal to the district court in the county 
where the licensee resides or is practicing. The filing of a notice in writ- 
ing of the intention to take such an appeal with the secretary of the 
board within thirty (30) days after the entry of the order shall be suffi- 
cient notice to the adverse party of the intention to appeal. The secretary 
of the board shall forthwith file a duly certified transcript of all pleadings 
upon which the cause was tried before the board, and same shall be 
filed in the office of the clerk of the district court of the proper county, 
and this shall complete the appeal. The trial in the district court upon 
such appeal shall be had upon the issues joined as presented upon the 
evidence and exhibits introduced before the board, and certified by the 
secretary thereof. 

Section 49. Same; district court, precedence of cause. The cause 
shall be heard by the court at a time fixed by it, and shall take precedence 
over all other cases upon the court docket except workmen’s compensation 
and criminal cases. 

Section 50. Same; appeal bond of defendant, effect. In the event 
the plaintiff appeals, no bond shall be required. If the defendant appeals, 
the only bond required shall be one running to the state, in an amount 
to be fixed by the court for the payment of the costs both before the 
board and in the district court, and said bond shall be approved by the 
clerk of the district court. The giving of such a bond by the defendant 
shall not operate to stay the order of the board or restore the right of 
said defendant to practice his profession pending such appeal. 

Section 51. Same; appeal to supreme court, procedure. Either party 
may appeal from any findings, order or judgment of the district court to 
the supreme court of this state. Such appeal shall be perfected, prosecut- 
ed and determined in like manner as appeals in civil cases. 

Section 52. Fees collected by board. The following fees shall be 
collected by the board: (a) For a license, issued upon the basis of an 
examination given by the board, in a sum to be fixed by the board, but 
not to exceed fifty dollars ($50). 

(b) For a license, issued without examination and by endorsement, 
in a sum to be fixed by the board, but not to exceed the fee of the en- 
dorsing state. 

(c) For a license, issued upon a certificate from the aforesaid na- 
tional boards, in a sum fixed by the board, but not to exceed fifty dol- 
lars ($50). 

(d) For the annual renewal of a license, the sum of not to exceed 
five dollars ($5). 

(e) For a certified statement from the board that a licensee is li- 
censed in this state, the sum of ten dollars ($10). 

(f) For any copy of any license issued by the board, the sum of 
ten dollars ($10). 

Section 53. Same; rejected applicant, fee returned. Any applicant 
whose application is rejected shall be allowed the return of his fee ex- 
cept ten dollars ($10) thereof, which shall be retained by the board. 

Section 54. Same; paid into state treasury. All fees and moneys re- 
ceived by the board shall be paid by the secretary thereof into the state 
treasury monthly. 

Section 55. Same; general fund; special fund. The state treasurer 
and controller of the state department of administration shall credit twen- 
ty percent (20%) of all fees remitted and paid into the state treasury by 
the board pursuant to this act, and all acts amendatory thereof or supple- 
mental hereto, to the general fund of the state to reimburse said fund 
for all general expenses paid out of said fund but which are properly 
chargeable to the board, and the remaining eighty percent (80%) shall be 
placed by the state treasurer and controller of the state department of 
administration into a special fund to the credit of the state board of 
healing arts fee fund. 

Section 56. Same; payments from fee fund. The controller of the 
state department of administration is hereby authorized and directed to 
draw his warrants on the treasurer of the state against said board of 
healing arts fee fund upon duly itemized and verified vouchers approved 
by the president and secretary of said board for the purposes specified 
by law, but in no event shall the total expense of said board exceed the 
total fees collected and deposited to the credit of said fee fund. 

Section 57. Injunction and quo warranto for unlawful practice of 
the healing arts. An action in injunction or quo warranto may be 
brought and maintained in the name of the state of Kansas to enjoin or 
oust from the unlawful practice of the healing arts, any person who 
shall practice,the healing arts as defined in this act without being duly 
licensed therefor. Nothing herein contained shall confer upon the probate 
judges or district courts of the state the right to grant temporary restrain- 
ing orders of temporary injunctions under this act, and no injunction 
matter shall be heard or decided until the defendant shall have had his 
day in court. 

Section 58. Same; construction of section. The authority conferred 
by the preceding section shall be in addition to, and not in lieu of, au- 
thority to prosecute criminally any person unlawfully engaged in the 
practice of the healing arts. The granting and enforcing of an injunction 
or quo warranto to prevent the unlawful practice of the healing arts is a 
preventive measure, not a punitive measure, and the fact that a person 
has been charged with or convicted of criminally having so practiced 
shall not prevent the issuance of a writ of injunction or quo warranto 
to prevent his further practice; nor shall the fact that a writ of injunc- 
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tion or quo warranto has been granted to prevent further practice pre- 
clude the institution of criminal prosecution and punishment. 

Section 59. Filing false documents with board; forgery. Any person 
who shall file or attempt to file with the board any false or forged di- 
ploma, certificate, affidavit or identification or qualification, or any other 
written or printed instrument, shall be deemed guilty of forgery, and 
upon conviction thereof shall be punished according to the penalty im- 
posed by section 21-631 of the General Statutes of 1949 for fourth degree 
forgery. 

Section 60. False impersonation; fraud; penalty. Any person who 
shall present to the board a diploma or certificate of which he is not the 
rightful owner for the purpose of procuring a license, or who shall falsely 
impersonate anyone to whom a license has. been issued by said board, 
shall be deemed guilty of a fraud in attempting to procure a license, and 
upon conviction thereof shall be fined in a sum not less than one hundred 
dollars ($100) nor more than five hundred dollars ($500), or confined in 
the county jail not less than six (6) months nor more than twelve (12) 
months, or be punished by both fine and imprisonment. 

Section 61. Falst swearing; perjury. Any person who shall swear 
falsely in any affidavit or oral testimony made or given by virtue of the 
provisions of this act, or the regulations of said board, shall be deemed 
guilty of perjury and upon conviction thereof shall be punished by con- 
finement and hard labor in the state penitentiary for a term not exceeding 
seven (7) years. 

Section 62. General violation; penalties; second violation, further 
penalties. Any person violating any of the provisions of this act, except 
as specific penalties are herein otherwise imposed, shall be deemed guilty 
of a misdemeanor and upon conviction thereof shall pay a fine of not 
less than fifty dollars ($50) nor more than two hundred dollars ($200) 
for each separate offense, and a person for a second violation of any of 
the provisions of this act, wherein another specific penalty is not express- 
ly imposed, shall be deemed guilty of a misdemeanor and upon conviction 
thereof shall pay a fine of not less than one hundred dollars ($100) nor 
more than five hundred dollars ($500) for each separate offense. 

Section 63. Violations; compensation for services. Any person vio- 
lating any of the provisions of this act shall, upon conviction, receive no 
compensation whatsoever for any services rendered. 

Section 64. Enforcement; investigations by board; licensees report 
violations. The board shall enforce the provisions of this act and for 
that purpose shall make all necessary investigations relative thereto. 
Every licensee in this state, including members of the board, shall furnish 
the board such evidence as he may have relative to any alleged violation 
which is being investigated. He shall also report to the board the name 
of every person without a license that he has reason to believe is en- 
gaged in practicing the healing arts in this state. 

Section 65. Rules and regulations, promulgated by board. The board 
shall promulgate all necessary rules, regulations and forms, not incon- 
sistent herewith, for carrying out the provisions of this act. It may also 
adopt rules and regulations supplementing any of the provisions herein 
contained but not inconsistent with this act. All rules and regulations 
promulgated and adopted by the board shall be filed with the revisor of 
statutes as required by law. 

Section 66. Attorney general; county attorney; prosecute violations. 
Upon the request of the board, the attorney general or county attorney 
of the proper county shall institute in the name of the state or board the 
proper proceedings against any person regarding whom a complaint has 
been made charging him with the violation of any of the provisions of 
this act, and the attorney general, and such county attorney, at the re- 
quest of the attorney general or of the board, shall appear and prosecute 
any and all such actions. 

Section 67. Certain acts prima facie evidence of violation. The open- 
ing of an office for the practice of the healing arts, the announcing to 
the public in any way the intention to practice the healing arts, the use 
of any professional degree, or designation, or any sign, card, circular, 
device, or advertisement as a practitioner, or as a person skilled in the 
same, shall be prima facie evidence of engaging in the practice of said 
healing arts as defined in this act. 

Section 68. Practice of healing arts defined. For the purpose of 
this act the following classes or persons shall be deemed to be engaged 
in the practice of the healing arts: Persons who hold themselves out to 
the public as being engaged in or who maintain an office for the practice 
of the healing arts as defined in section 2 of this act. 

Section 69. Practice of medicine and surgery defined. For the pur- 
pose of this act the following classes or persons shall be deemed to be 
engaged in the practice of medicine and surgery: (a) Persons who pub- 
licly profess to be physicians or surgeons, or publicly profess to assume 
the duties incident to the practice of medicine or surgery or any of their 
branches. 

(b) Persons who prescribe, recommend or furnish medicine or 
drugs, or perform any surgical operation of whatever nature by the use 
of any surgical instrument, procedure, equipment, or mechanical device 
for the diagnosis, cure or relief of any wounds, fractures, bodily injury, 
infirmity, disease or illness of human beings. 

(c) Persons who attach to their name the title M.D., surgeon, physi- 
cian, physician and surgeon, or any other word or abbreviation indicating 
that they are engaged in the treatment or diagnosis of ailments, diseases, 
or injuries of human beings. 

Section 70. Practice of osteopathy and osteopathic physician and sur- 
geon defined. For the purpose of this act the following classes or persons 
shall be deemed to be engaged in the practice of osteopathy or to be 
osteopathic physicians and surgeons: (a) Persons who publicly profess to 
be osteopathic physicians, or publicly profess to assume the duties inci- 
dent to the practice of osteopathy, as heretofore interpreted by the su- 
preme court of this state, shall be deemed to be engaged in the practice 
of osteopathy. 

(b) Osteopathic physicians and surgeons shall mean and include those 
persons licensed to practice osteopathy who receives a license to practice 
medicine and surgery pursuant to the provisions of this act. 

Section 71. Practice of chiropractic defined. For the purpose of this 
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act the following classes of persons shall be deemed to be engaged in the 
practice of chiropractic: (1) Persons who examine, analyze and diagnose 
the human living body, and its diseases by the use of any physical, ther- 
mal or manual method and use the X-ray diagnosis and analysis taught 
in any recognized chiropractic school; and (2) persons who adjust any 
misplaced tissue of any kind, or nature, manipulate, or treat the human 
body by manual, mechanical, electrical or natural methods or by the use 
ef physical means, physiotherapy (including light, heat, water or exer- 
cise), or by the use of foods, food concentrates, or food extract, or who 
apply first aid and hygiene, but chiropractors are expressly prohibited 
from prescribing or administering to any person medicine, or drugs in 
materia medica, or from performing any surgery, as hereinabove stated 
or from practicing obstetrics. 

Section 72. Same; exceptions, preceding articles. The practice of 
the healing arts shall not be construed to include the following classes or 
persons: (a) Persons rendering gratuitous services in the case of an 
emergency. 

(b) Persons gratuitously administering ordinary household remedies. 

(c) The members of any church practicing their religious tencts 
provided they shall not be exempt from complying with all public health 
regulations of the state. 

(d) Students while in actual classroom attendance in an accredited 
healing arts school who after completing one (1) year’s study treat dis- 
eases under the supervision of a licensed instructor, or while serving an 
internship or residency in an accredited hospital. 

(e) Students upon the completion of at least three (3) years study 
in an accredited healing arts school and who, as a part of their academic 
requirements for a degree, serve a preceptorship not to exceed ninety 
(90) days under the supervision of a licensed practitioner. 

(f) Persons who massage for the purpose of relaxation, muscle con- 
ditioning, or figure improvement, provided no drugs are used and such 
persons do not hold themselves out to be physicians or healers. 

(z) Persons whose professional services are performed under the 
supervision or by order of or referral from a practitioner who is licensed 
under this act. 

(h) Persons in the general fields of psychology, education and social 
work, dealing with the social, psychological and moral well-being of indi- 
viduals and/or groups provided they do not use drugs and do not hold 
themselves out to be the physicians, surgeons, osteopathic physicians or 
chiropractors and provided that the state of Kansas does not license their 
professional activities. 

(i) Practitioners of the healing arts in the United States army, 
navy, air force, public health service, and coast guard or other military 
service when acting in the line of duty in this state. 

(j) Practitioners of the healing arts licensed in another state when 
and while incidentally called into this state in consultation with practi- 
tioners licensed in this state, or residing on the border of a neighboring 
state, duly licensed under the laws thereof to practice a branch of the 
healing arts, but who do not open an office or maintain or appoint a place 
to regularly meet patients or to receive calls within this state. 

(k) Dentists practicing their profession, when licensed and practic- 
ing in accordance with the provisions of article 14 of chapter 65 of the 
General Statutes of 1949, or amendments thereto, and any interpretation 
thereof by the supreme court of this state. 

(1) Optometrists practicing their profession, when licensed and 
practicing under and in accordance with the provisions of article 15 of 
chapter 65 of the General Statutes of 1949, or amendments thereto, and 
any interpretation thereof by the supreme court of this state. 

(m) Nurses practicing their profession when licensed and practicing 
under and in accordance with the provisions of article 11 of chapter 65 
of the General Statutes of 1949, or amendments thereto, and any interpre- 
tation thereof by the supreme court of this state. 

(n) Podiatrists practicing their profession, when licensed and prac- 
ticing under and in accordance with the provisions of article 20 of chap- 
ter 65 of the General Statutes of 1949, or amendments thereto, and any 
interpretation thereof by the supreme court of this state. 

(o) Every act or practice falling in the field of the healing art, not 
specifically excepted herein, shall constitute the practice thereof. 

(p) Pharmacists practicing their profession, when licensed and prac- 
ticing under and in accordance with the provisions of article 16, chapter 
65, General Statutes Supplement of 1955, or amendments thereto, or ary 
interpretation thereof by the supreme court of this state. 

Section 73. Same; license, application, examination. (a) Each appli- 
cant for a license by examination to practice any branch of the healinz 
arts in this state shall: (1) Present proof that he is a graduate of an 
accredited high school. (2) Present to the board a certificate of ability 
in anatomy, physiology, chemistry, bacteriology, and pathology issued by 
the board of basic science examiners of this or any other state, or ter: 
tory, or of the District of Columbia. (3) Present proof that he is a 
graduate of an accredited healing arts school or college. (4) Pass an 
examination prescribed and conducted by the board covering the sub 
jects incident to the practice of the branch of healing arts for which th 
applicant applies. 

_  (b) Any person seeking a license to practice medicine and surgery 
shall present proof that he has completed an acceptable internship as tx 
board shall require. 

(c) Any person who on January 1, 1957, was licensed to practic: 
osteopathy in Kansas, and who on said date maintained an office in and 
was actively engaged in the practice of osteopathy in the state may, |! 
application is made prior to July 1, 1960, and upon payment of the pr-- 
scribed fee, take the examination for the practice of medicine and surgery 
as herein defined and provided. The board shall provide for refresher 
courses in the field of medicine and surgery at convenient locations to be 
given to such applicants, and shall provide for not less than two (2) 
special examinations to be given to such applicants on the material cov- 
ered in such refresher courses and the common clinical diseases, the first 
special examination to be held prior to January 1, 1958, Any person 
licensed to practice osteopathy in Kansas and who on January 1, 1957, 
was actively engaged in residency training outside the state, shall be 
deemed for the purpose of this section to be engaged in the practice of 
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osteopathy in this state and may make application and be examined as 
herein provided. All such applicants shall have the right to re-examina- 
tion in any special or regular examination given by the board as provided 
in section 28 of this act. If such person is successful in passing such 
examination, he shall receive a license to practice medicine and surgery 
in this state: Provided, however, That no person licensed to practice and 
actively engage in the practice of osteopathy in the state and licensed to 
practice medicine and surgery in accordance with the provisions hereof 
shall attach to his name the title, M.D., or any word or abbreviation indi- 
cating that he is a doctor of medicine, but shall attach to his name the 
degree or degrees to which he is entitled by reason of his diploma or 
authority of his original licensing board. 

(d) An osteopathic physician having graduated from an approved 
college of osteopathy after June 1, 1950, who has served an internship 
approved by the board, and who holds a valid license to practice osteop- 
athy, is eligible to take an examination in medicine and surgery by said 
board, and if successful he shall be given a license of osteopathic physi- 
cian and surgeon that entitles him to perform surgery with instruments 
and to use drugs. 

Section 74. Same; accredited medical school defined. An accredited 
school of medicine for the purpose of this act shall be a school or college 
which requires the study of medicine and surgery in all of its branches, 
which the board shall determine to have a standard of education not be- 
low that of the University of Kansas school of medicine. All such schools 
shall be approved by the board. 

Section 75. Accredited school of osteopathy defined. An accredited 
school of osteopathy for the purpose of this act shall be a school or col- 
leve which requires the study of osteopathy and of osteopathic medicine 
avd surgery in all of its branches which the board shall determine to 
have a standard of education not below that of the Kirksville College of 
Osteopathy and Surgery. All such schools shall be approved by the board. 

Section 76. Accredited school of chiropractic defined. An accredited 
school of chiropractic for the purpose of this act shall be a legally in- 
corporated school teaching chiropractic which the board shall determine to 
heve a standard not below that of the National College of Chiropractic of 
Chicago. All such schools shall be approved by the board. 

Section 77. Inspection required. No school of the healings arts shall 
be deemed accredited until it has permitted an inspection thereof, if re- 
quested, and has been approved by the board. 

Section 78. Employees; salaries, compensation. The board is hereby 
authorized to employ, fix and pay the salaries and compensation of such 
professional, clerical, and other employees as it may deem necessary in 
order to properly and efficiently perform the duties imposed to carry out, 
administer and execute the provisions of this act. 

Section 79. Employees; payment of compensation. All salaries for 
employees of the board shall be paid from the state board of healing arts 
fee fund in the manner and within the limitations provided in this act. 

Section 80. Pending action; vested right saved. This act shall in 
no manner affect pending actions, either civil or criminal, founded on or 
growing out of any statute hereby replaced. This act shall in no manner 
affect rights, or causes of action, either civil or criminal, not in suit and 
that may have already accrued or grown out of any statute hereby re- 
pealed. 

Section 81. Current licenses continued. All licenses duly issued 
prior to the taking effect of this act shall be and continue in full force 
and effect and be renewed under the provisions hereof. 

Section 82. License; form, how executed. Every license to practice 
a branch of the healing arts shall be in the form of a certificate and of 
a type prescribed by the board. 

Section 83. License; right to practice, proof. Every license issued 
under this act shall be presumptive evidence of the right of the holder to 
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Appointments 
in PHS inactive reserve 


> The Public Health Service has announced the appointment 
of 172 doctors, nurses, and other professional persons to the 
inactive reserve component of its commissioned officer corps. 

The officers are among the most recent of the nation’s pro- 
fessional health personnel to be appointed under the Service’s 
program to expand its Commissioned Reserve. The Service is 
organizing and training health and medical personnel through- 
out the United States and its territories for emergency duty in 
times of national crisis. 
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practice in this state that branch of the healing arts and only such branch 
as is specified therein. The records of the board shall reflect the type of 
license issued to each applicant. 

Section 84. Examinations, method of giving. All examinations for 
licensure shall be given only by such members of the board who hold a 
license in that branch of the healing arts for which the applicant seeks a 
license, provided that an osteopathic physician seeking a license to prac- 
tice medicine and surgery shall be examined by those members of the 
board who hold licenses to so practice. 

Section 85. Licensee; use of title. No person licensed hereunder shall 
use a title in connection with his name which in any way represents him 
as engaged in the practice of any branch of the healing arts for which he 
holds no license: Provided, however, That every such licensee when 
using the letters or term “Dr.” or “Doctor” shall use the appropriate 
words or letters to identify himself with the particular branch of the 
healing arts in which he holds a license. 

Section 86. License; public health laws. Every licensee hereunder 
shall be subject to all state and municipal regulations relating to the con- 
trol of contagious and infectious diseases; sign death certificates and any 
and all matters pertaining to public health, and shall report all matters 
pertaining to public health as required by law. 

Section 87. Assisting unlicensed persons. Nothing in this act shall 
be construed to authorize any person licensed under this act to knowingly 
perform any act which in any way assists an unlicensed person, firm, 
association or corporation (a) to make an examination of the eyes for 
the prescription of glasses, or (b) to perform any of the practice acts 
for which optometrists are licensed. 

Section 88. Validity of act or portions thereof; saving clause. If 
any division, section, subsection, sentence, clause, phrase or requirement 
of this act is for any reason held to be unconstitutional, such decision 
shall not affect the validity of the remaining portions thereof. The legis- 
lature hereby declares that it would have passed this act, and each divi- 
sion, section, subsection, sentence, clause, phrase or requirement thereof 
irrespective of the fact that any one or more divisions, sections, subsec- 
tions, sentences, clauses, phrases, or requirements be declared unconsti- 
tutional. 

Section 89. Disposition of present state board of medical registration 
and examination fee fund. All moneys and funds now in the state treas- 
ury to the credit of and in the fee funds of the state board of medical 
registration and examination, the state board of osteopathic examination 
and registration, and the state board of chiropractic examiners, are here- 
by transferred and made immediately available to and for the use of 
the board herein created as and when said board is appointed, qualified 
and organized. 

Section 90. Short Title. 
Kansas healing arts act.” 

Section 91. Repeals. Sections 65-1001, 65-1002, 
65-1006, 65-1007, 65-1008, 65-1010, 65-1011, 65-1201, 
65-1205, 65-1206, 65-1208, 65-1301, 65-1302, 65-1303, 65-1304, 65-1305, 
65-1306, 65-1307, 65-1308, 65-1309, 65-1310, 65-1311, 74-1001, 74-1003, 
74-1201, 74-1301, 74-1302, 74-1303, 14-1304, and 74-1306 of the General 
Statutes of 1949, section 65-1203 of the General Statutes of 1949, as 
amended by section 10 of chapter 52 of the Session Laws of 1956, section 
74-1002 of the General Statutes of 1949, as amended by section 14 of 
chapter 52 of the Session Laws of 1956, section 74-1305 of the General 
Statutes of 1949, as amended by section 16 of chapter 52 of the Session 
Laws of 1956, and sections 65-1004, 65-1004a and 65-1207 of the General 
Statutes Supplement of 1955 are hereby repealed. 

Section 92. Effective date. This act shall take effect and be in force 
from and after July 1, 1957, and its publication in the statute book. 

Approved, April 2, 1957 


This act shall be known and cited as “the 


65-1003, 
65-1202, 


65-1005, 
65-1204, 


PUBLIC RELATIONS 


Officers of the Commissioned Reserve are trained to serve 
in critical situations affecting the health and well-being of large 
numbers of people. 

In emergencies, these officers would serve in posts for 
which their professional training and experience have best fitted 
them. They would be called out principally to reinforce the 
staffs of official state and local health agencies and to augment 
the Public Health Service operating staff. 

Listed appointments of medical officers who are graduates 
of osteopathic colleges were: 


Dr. Donald G. Cortum, 333 Calle de Andalucia, Redondo 
Beach, California. Appointed with the rank of Senior Assistant 
Surgeon (equivalent to Navy rank of Lieutenant). Presently 
in private practice of medicine. Received Associate of Arts de- 
gree from Compton Junior College, Compton, California; B.A. 
degree from University of Southern California, Los Angeles; 
and Doctor of Osteopathy from College of Osteopathic Physi- 
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cians and Surgeons, Los Angeles. Member: California Osteo- 
pathic Association and American Osteopathic Association. 


Dr. Joseph W. Elbert, 110 North Eighth Street, Peters- 
burg, Indiana. Appointed with rank of Surgeon (equivalent to 
Navy rank of Lieutenant Commander). Presently in the gen- 
eral practice of medicine, surgery, and obstetrics. Received 
Doctor of Osteopathy degree from Kirksville College of Os- 
teopathy and Surgery, Kirksville, Missouri. Member: American 
College of General Practitioners in Osteopathic Medicine and 
Surgery, Petersburg Kiwanis Club, Boy Scouts of America, 
Benevolent and Protective Order of Elks. Dr. Elbert is also a 
physician for the Railroad Retirement Board and the Indiana 
State Highway Commission. Member: Indiana Association of 
Osteopathic Physicfans and Surgeons and American Osteopathic 
Association. 


Dr. Harold E. Dresser, 725 Sixth Avenue, Des Moines, 
Towa. Appointed with rank of Senior Surgeon (equivalent to 
Navy rank of Commander). Presently Professor of Urology 
and Chief of Urological Clinic, Des Moines Still College and 
Hospital. Received premedical training at University of Maine, 
Doctor of Osteopathy degree from Des Moines Still College of 
Osteopathy and Surgery, and M.S. in Urology from Philadel- 
phia College of Osteopathy and Surgery. Member: Iowa Society 
of Osteopathic Physicians and Surgeons, American Osteo- 
pathic Association, and American College of Osteopathic 
Surgeons. 


Dr. Mason B. Barney, Box 41, Manchester Center, Ver- 
mont. Appointed with the rank of Surgeon (equivalent to Navy 
rank of Lieutenant Commander). Presently in private practice 


Current 


Referred pain and sciatica 
in diagnosis of 


low back disability 


P RELAXATION OF THE ligaments of the lumbar and _ pelvic 
joints causes more chronic low back disability, more referred 
pain in the lower extremities, and more sciatica than all other 
factors combined, according to George S. Hackett, M.D., in the 
January 19, 1957, issue of The Journal of the American Medi- 
cal Association. It has been shown that there is an abundant 
supply of sensory nerves in ligaments near their bony attach- 
ments and that sensory nerves in somatic structures such as 
ligaments function as proprioceptors. When a ligament becomes 
relaxed, normal tension produces stretching of the ligamentous 
fibers, which causes overstimulation of the sensory nerves 
(which do not stretch) and produces a bombardment of afferent 
somatic proprioceptive impulses from the ligament to the pos- 
terior root ganglion of the spinal cord. One should obtain from 
the patient an accurate description of the local pain and its loca- 
tion and of the referred pain that he has observed. Knowledge 
of the origin of the various areas of referred pain is of great 
value in discovering the specific ligaments involved; for exam- 
ple, referred pain in the groin associated with trigger-point 
tenderness comes from relaxation of the iliolumbar ligament. 
The physical examination consists in getting the patient in a 
comfortable position (standing and reclining) and pressing with 
the thumb over various known trigger-point areas of the spine 
and pelvis to determine the ligaments involved. The locations of 
the trigger-point pain and areas of referred pain are then cor- 
related. Diagnosis is confirmed by “needling” with a local 
anesthetic solution. The point of the needle is inserted in the 
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as am osteopathic physician. Received Doctor of Osteopathy 
degree from Kirksville College of Osteopathy and Surgery, 
Kirksville, Missouri. Member: American Osteopathic Associa- 
tion and Vermont State Association of Osteopathic Physicians 
and Surgeons. 


PHS research 


training program 


FEighty-two schools of medicine, dentistry, and osteopatliy 
will participate in a new Public Health Service training pro 
gram, it was announced on May 27 by Acting Surgeon Gen 
eral W. Palmer Dearing. 

Outstanding students in medical, dental, or osteopathic 
schools who have completed at least 1 full academic year 
have been nominated for participation by their deans. Each 
student participant will drop out of regular course work dur- 
ing the period of the research training. 

The program, established to help increase the numbers of 
medical, dental, biological, and mental health researchers, will 
provide research training for 140 undergraduate students dur 
ing the first year. Training will start in September. 

Participants in the program wil receive full tuition plus 
a stipend of not over $3,200 per year to be set by the school 
and an allowance of $350 per year for each dependent. 

The new program is an extension of the regular research 
fellowship program administered by the Public Health Service’s 
National Institutes of Health, Bethesda, Maryland, through its 
Division of Research Grants. 


Literature 


disabled ligament, and the irritation caused by the needle plus 
the pressure of the anesthetic solution will immediately repro- 
duce the local pain and often the referred pain, both of whicl: 
disappear as anesthesia occurs. Roentgenograms should not be 
observed until after a diagnosis has been made on the basis of 
history and physical examination, as they may be misleading. 
Treatment of joint instability from ligamentous relaxation is |) 
prolotherapy, that is, the rehabilitation of an incompetent struc- 
ture by the generation of new cells. A proliferating solution is 
injected in the fibers of the relaxed ligament at the junction o! 
ligament to bone, and this stimulates production of new bone 
and fibrous tissue, which permanently strengthens the “weld” 
at the fibro-osseous junction. This process takes about 1 month). 


New traction frame for 
treatment of low back 
and cervical pain 


> A NEW TYPE OF traction apparatus is described by Edwin 
F. Mason, M.B.E., and others in the January 1957 issue of 
Industrial Medicine and Surgery. The apparatus consists of « 
traction frame with lumbar and cervical harnesses. The frame 
is of tubular steel sections with welded joints. It is portable 
and easily assembled. Traction is applied by a movable head 
frame controlled by a screw, turned by a handle. The patient 
lies on a strong canvas hammock, the lower end of which is 
fixed and the upper end fastened to a roller. The hammock 
can be lowered and the position of the spine adjusted witli 
the patient lying. The patient can be turned on his side or com- 
pletely suspended by slings, in which case a Guthrie Smith 
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frame is fitted to the couch. A traction force up to 200 Ib. can 
be applied, and no pain due to traction has been experienced by 
the authors’ patients. The lumbar traction harness consists of a 
specially designed split corset and the cervical halter employs 
strong elastic contact pieces and leather subauricular straps 
that are adjustable to allow neck traction with the head in 
position of extension, flexion, or lateral flexion, all in the supine 
position. A motorized traction unit that is planned for this 
couch will permit intermittent traction, either slowly with quick 
release or vice versa. In clinical use of the apparatus, the 
authors describe their results as gratifying, with cervical cases 
responding better than lumbar cases and better results in both 
groups in cases with an acute onset. 


The use of tracheotomy 
in the burned patient 


Ph TRACHEOTOMY WAS performed as part of treatment in 64 
of 1,000 hospitalized burned patients at Brooke Army Hospital 
between 1950 and 1956. Experiences with these patients, who 
were among the more seriously burned, are described by 
Thomas G. Nelson, M.D., Robert D. Pillsbury, M.D., and 
\Varner F. Bowers, M.D., in the February 1957 issue of Sur- 
gery, Gynecology and Obstetrics. The clinical indications for 
tracheotomy were respiratory embarrassment, prophylaxis of 
secretional obstruction, respiratory tract irritation, to aid anes- 
thesia, prophylaxis in facial burns, and associated injuries. 
There were two chief types of burn for which the procedure 
was used: deep burns of the face and neck and respiratory 
tract damage from inhalation of irritating gases. If tracheotomy 
is done early on the recognition of one of these two types of 
burns, the other indications seldom arise as the initial reason 
for performing the procedure. 

When there is a deep burn of the face and neck, technically 
it is much easier to perform tracheotomy before massive swell- 
ing occurs. The optimum level for the tracheotomy opening is 
at the third to the fifth tracheal ring. If the thyroid isthmus 
overlies this area, it is preferable to divide the isthmus rather 
than to retract it or place the opening in a less favorable loca- 
tion. The most important feature in technic is the excision of a 
segment of one of the tracheal cartilages, which permits easier 
insertion of the tracheotomy tube, prevents the edges of the 
trachea from approximating if the tube slips out, and provides 
a patent opening for easier entry of the endotracheal tube 
during anesthesia. Proper after-care of the tracheotomy in- 
cludes humidification of inspired air; aspiration of tracheo- 
bronchial secretions carefully and efficiently; and observation, 
cleaning, and changing of the cannula as often as necessary. 
Particular attention should also be given to the size and fit of 
the cannula. The incidence of avoidable complications asso- 
ciated with tracheotomy is sufficient to warrant careful attention 
to every aspect of technic and after-care. There were 80 deaths 
in the total group of 1,000 patients, 37 of which occurred in 
the 64 tracheotomy patients. The body surface burned averaged 
60 per cent in those who died, and most of the deaths were due 
to the extent of thermal trauma and to complications such as 
septicemia. In 2 cases errors in tracheotomy management were 
partly responsible for death. 


The hazards of being born 


Pm ALLAN C. BARNES, M.D., writing in the April 1957 issue of 
Postgraduate Medicine, points out that the fetal blood is oxy- 
genated at a pressure of about 35 to 40 mm. Hg., or about 30 
per cent of what is normal pressure for the mother. Also, with 
its 5 gm. per 100 cc. reduced hemoglobin, the fetus is cyanosed 
at all times. The factor that most protects the fetus is the 
placenta, but there are various conditions that may interfere 
with the relative adequacy of the placenta. Principally, these 
are partial detachments, thromboses. and infarctions, and pla- 
cental weight loss. Fetal weight has been shown to decline 
progressively as the degree of infarction increases. Death rates 
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have also been shown to rise progressively with increasing de- 
grees of infarction and with changes in the ratio of placental 
weight to fetal weight. The placenta may also grow too old 
to do its job. This is not merely the phenomenon of exceeding 
the expected date of confinement, since a large, healthy placenta 
can support a 42 or 43 week fetus. Thus placental inadequacy 
needs to be diagnosed earlier in order to protect the baby from 
the effects of declining placental function, whether due to age 
or infarction. First the date of the last menstrual period should 
be ascertained as accurately as possible. The patient should be 
alerted to the signs of quickening, so that this date may be 
exactly recorded. The uterus should be measured from the top 
of the symphysis to the top of the fundus at every visit. The 
number of centimeters is about the number of weeks of preg- 
nancy up to the thirty-second week, when the fundus will meas- 
ure 32 cm. A shrinking fundus is a warning sign that should 
not be ignored. When in addition the patient loses weight to- 
ward term the situation is more grave. These signs constitute 
an indication for medical induction of labor. In the 3 per cent 
of cases in which the baby is in increased jeopardy before the 
onset of labor, a cesarean section may occasionally be necessary. 
Heavy sedation and deep anesthesia should be avoided, and re- 
gional anesthesia causes shifts in blood pressure and cardiac 
output that can penalize the baby. Early aspiration of the baby’s 
nasopharynx and careful rather than vigorous resuscitation are 
additional measures of importance. 


The features 
and significance of 
hypertrophic osteoarthropathy 


Pm IN THE MARCH 1957 issue of the A.M.A. Archives of Inter- 
nal Medicine, James F. Hammarsten, M.D., and John O’Leary, 
M.D., state that although the syndrome of hypertrophic osteo- 
arthrepathy is relatively common, some physicians are not 
familiar with it and cases are sometimes misdiagnosed as acro- 
megaly, Paget’s disease, or rheumatoid arthritis. In the past 
hypertrophic osteoarthropathy was often an incidental finding 
in cases of pulmonary suppuration. With the advent of anti- 
biotics, the clinical pattern of chest disease has changed, and the 
symptoms of hypertrophic osteoarthropathy are now most often 
associated with carcinoma of the lung. In a study of 22 pa- 
tients with the x-ray changes of hypertrophic osteoarthropathy 
who were observed over a 10 year period, it was found that all 
but 2 had malignancies involving the lung. The age range was 
from 24 to 83, with a mean of 59, and a preponderance in the 
sixth and seventh decades. There were 21 men and 1 woman. 
The correct diagnosis was made in only 3 of the 22 after the 
first complete examination. The most frequent diagnosis applied 
to the joint disease was rheumatoid arthritis. Gynecomastia 
was seen in 10 of the males. Eight patients had alterations in 
facies, with prominent nose and furrowed brow. Seventeen pa- 
tients had joint symptoms as the first or only evidence of dis- 
ease, with pain being the most frequent joint symptom. Eight 
patients had no chest symptoms. Three patients had chest 
symptoms before joint symptoms, and two had no joint symp- 
toms. Clubbing occurred in all but 1 patient, and a brawny 
edema of the extremities and periarticular swelling were found 
in 19 cases. The most frequently involved joints were the 
ankles, knees, and wrists. The commonest chest symptom was 
cough, and the next was pain. All who had the primary tumor 
resected showed dramatic relief of joint and extremity symp- 
toms. Six patients had substantial relief of joint pain after 
one or more courses of cortisone, which suggests that the latter 
drug may be a useful palliative when operative treatment of 
the tumor fails. The authors feel that this series emphasizes 
the association of hypertrophic osteoarthropathy and neoplasm 
of the lung, the frequent appearance of joint symptoms before 
chest symptoms, and the infrequent recognition of the signifi- 
cance of the syndrome. Also, when hypertrophic osteoarthrop- 
athy developed slowly in cases with pulmonary suppuration, the 
arthritic symptoms were not prominent, but in cases of carci- 
noma of the lung, arthritic symptoms were severe. The patho- 
genesis of hypertrophic osteoarthropathy remains obscure. 
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B® MUSCLE RELAXANTS IN ANESTHESIOLOGY. By Francis F. 
Foldes, M.D., Director, Department of Anesthesia, Mercy Hospital; Asso- 
ciate Professor of Anesthesiology, University of Pittsburgh, School of 
Medicine, Pittsburgh, Pennsylvania. Cloth. Pp. 210, with illustrations. 
Price $5.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1957. 


The clinical use of the various muscle relaxants has in- 
creased manyfold during the 15 years that have elapsed since 
the publication of the report by Griffith and Johnson on the use 
of curare in general anesthesia, which is one of the milestones 
in the field of anesthesiology. This increased use has brought 
with it many new problems and responsibilities. In Dr. Foldes’ 
monograph is found a complete coverage of the subject, encom- 
passed in twelve easily read chapters. All the basic details con- 
cerning the pharmacology, physiology, and complications of the 
muscle relaxants most frequently used in anesthesiology are 
adequately detailed. 

The reviewer, who was fortunate in spending a week in 
1952 studying with Dr. Foldes, fully agrees with him that when 
judiciously employed and with full cognizance of their pharma- 
cologic effects, the muscle relaxants will increase rather than 
decrease the safety of the patient. This is contrary to a report 
widely disseminated in 1954 which purported to show that there 
was a sixfold increase in death rate when muscle relaxants are 
added to the anesthetic agents already employed. 

An interesting innovation in this book is the placement of 
the glossary at the beginning rather than the end. 

This book fills a long felt need, and will be found useful by 
the practicing anesthesiologist, by the resident training in anes- 
thesiology, and by any physician who wants to supplement his 
knowledge of the pharmacology of the muscle relaxants used 


in the practice of anesthesia. 
A. A. Gotpen, D.O. 


B&B THE CLINICAL PSYCHOLOGIST. By William A. Hunt, Ph.D., 
Professor of Psychology, Chairman of the Department of Psychology, 
Northwestern University; Lecturer in Psychology, Department of Neu- 
rology and Psychiatry, Northwestern University Medical School, Evans- 
ton, Illinois. Cloth. Pp. 206. Price $5.50. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill., 1956. 


The Salmon lectures, given each year, represent an award 
to an outstanding leader in the advancement of psychiatry, but 
even more than this, they present a crystallization of a problem, 
a discovery, or some notable advance in this area. The men se- 
lected for these lectures are scientists of note and are authori- 
ties in themselves. This volume is the reproduction of the 1954 
lectures and represents everything the selection committee could 
have desired. 

The three lectures—What is a Clinical Psychologist? How 
the Clinical Psychologist Came to Be, and The Problems and 
Future of Clinical Psychology—all dealt with the place of clin- 
ical psychology in the field of healing arts and met head on 
the conflict with psychiatry. The author only thinly veils his 
criticism of psychiatrists and their intuitional Kraepelinian ap- 
proach to clinical cases. He attempts to show that clinical 
psychology built upon a background of the experimental method 
is more scientific and has a sounder base for its claims than 
does psychiatry. 

For a clear discussion of this current controversy between 
psychology and psychiatry, the book can be recommended. Most 
physicians in practice are unaware of this controversy, but they 


should find this book informative and interesting. 
Tuomas J. Meyers, Ph.D., D.O., F.A.C.N. 
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B® DISEASES OF THE BREAST. By C. D. Haagensen, M.D. 
Professor of Clinical Surgery, The College of Physicians and Surgeons 
Columbia University; Director of Surgery, The Francis Delafiel: 
Hospital, Columbia-Presbyterian Medical Center. Cloth. Pp. 751, with 
illustrations. Price $16.00. W. B. Saunders Company, W. Washington 
Square, Philadelphia 5, 1956. 


This book is a synthesis of the author’s knowledge of 
the subject after 25 years of specialized concentration on 
diseases of the breast. It also contains much of the valu- 
able data about breast diseases accumulated during the pasi 
40 years in the records of Columbia-Presbyterian Medica! 
Center in New York. More than half of the book is 
devoted to carcinoma of the breast. The text discusses the 
etiology, history, symptoms, diagnosis, types, and treat- 
ment of the disease in both females and males. The firs! 
part of the work consists of a chapter on the anatomy of 
the mammary glands and several chapters on the detection 
and treatment of other breast diseases. Photographs in the 
text are unusually vivid, and there are a great number of 
finely detailed charts and case histories. 


& Rosenau PREVENTIVE MEDICINE AND PUBLIC HEALTH. By 
Kenneth F. Maxcy, M.D., DR. P.H., Professor Emeritus of Epidemiol 
ogy, The Johns Hopkins University, School of Hygiene and Public 
Health. With contributing authors. Ed. 8. Cloth. Pp. 1465, with illus 
trations. Price $15.00. Appleton-Century-Crofts, 35 W. 32nd St., New 
York 1, 1956. 


In publishing his second revision of Rosenau’s widely used 
textbook, Dr. Maxcy also renamed it. The title is now Preven- 
tive Medicine and Public Health (instead of Hygiene) in order 
to indicate more adequately the scope and purpose of the book. 
More than 44 per cent of this edition has been rewritten either 
completely or in part, with each contributing author criticall) 
reviewing and revising his own section in the light of recent 
findings. Several new subjects are discussed such as Coxsackie 
virus infections, epidemic nephritis, and West Nile encephalitis. 
The index has been greatly enlarged and it is more detailed in 
its coverage. This book is highly recommended for the student 
of medicine and the physician, as well as for those engaged in 
sanitary engineering or public health work because of its val- 
uable information on the medical and related sciences whic!) 
form the foundation of public health work. 


B& DIAGNOSIS AND TREATMENT OF PERIPHERAL VASCULAR 
DISORDERS. By David I. Abramson, M.D., F.A.C.P., Professor ani 
Head of the Department of Physical Medicine and Rehabilitation, an‘ 
Professor of Medicine, University of Illinois, College of Medicine; an‘ 
Chief of Physical Medicine and Rehabilitation, University of Llinois Re 
search and Educational Hospitals; Attending Physician, Michael Rees« 
Hospital, Mt. Sinai Hospital, and Veterans Administration Hospita’ 
(Hines); Consultant in Peripheral Vascular Disorders, Regional Office. 
Veterans Administration, Chicago. Cloth. Pp. 537, with illustrations 
Price $13.50. Paul B. Hoeber, Medical Book Department of Harpe: 
& Brothers, 49 E. 33rd St., New York 16, 1956. 


According to the author’s statement, this volume is devoted 
to the solution of everyday problems in the diagnosis and treat 
ment of peripheral vascular disorders. Part One, a concise guid« 
to differential diagnosis, details various keys to diagnosis, in- 
cluding many practical tests which can be performed in the 
physician’s office. Part Two is a description of the disorders 
and their treatment. In this section, explicit detail is given for 
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simple effective measures that can be applied in the office or 
the patient’s home. This section deserves particular notice be- 
cause many of these treatments are not described in other lit- 
erature. In addition, the various drugs, diets, and physical 
therapy measures are evaluated according to the author’s per- 
sonal experience, and indications and contraindications for sur- 
gery are examined. Part Three summarizes the clinical anatomy 
and physiology of the peripheral circulation, and the mechanisms 
of blood clotting, and the pharmacologic action of drugs used 
in this field. 

Black and white and color photographs, charts, and draw- 
ings serve to develop the textual material. Extensive reference 
lists appear at the end of each chapter, and the appendix, which 
contains lists of the suppliers of the drugs and equipment men- 
tioned in the book, is followed by an index keyed to the text 
and the various charts. 


THE MANAGEMENT OF FRACTURES, DISLOCATIONS AND 
SPRAINS. By John Albert Key, B.S., M.D., F.A.C.S., St. Louis, 
Missouri, Clinical Professor Emeritus of Orthopedic Surgery, Wash- 
ington University School of Medicine; Associate Surgeon, Barnes, 
Children’s, and City Hospitals; and H. Earle Conwell, M.D., F.A.C.S., 
Birmingham, Alabama, Associate Professor of Orthopaedic Surgery, 
University of Alabama School of Medicine; Associate Orthopaedic 
Surgeon, University Hospital; Attending Orthopaedic Surgeon, St. 
Vincent’s Hospital, Baptist Hospitals; Chief of the Orthopaedic 
Service, South Highland Infirmary; Consulting Orthopaedic Surgeon, 
Veterans Hospital, Tuscaloosa, Alabama, and Carraway Methodist 
Hospital, Birmingham, Alabama; Chief of the Conwell Orthopaedic 
Clinic, Birmingham, Alabama; Member of the Alabama State Crippled 
Children’s Orthopaedic Advisory Board. Ed. 6. Cloth. Pp. 1168, with 
illustrations. Price $20.00. The C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3, 1956. 


This is the sixth edition of Key and Conwell’s veritable 
encyclopedia of accepted treatments of fractures, disloca- 
tions, and sprains. The basic work has been greatly en- 
riched by this latest revision, particularly in the chapters 
on “Compound or Open Fractures and War Wounds,” 
“Injuries of the Spine,” “Injuries in the Region of the Hip,” 
and “Injuries in the Region of the Ankle.” Two chapters 
have been deleted from the last edition because care of 
such injuries has become highly specialized. These are the 
chapters on fractures of the skull and brain trauma and 
fractures of the jaws and related bones of the face. Two 
hundred additions and deletions were made in photo- 
graphs, illustrations, radiographic reproductions, and 
sketches. For general information this current work is of 
great value to the student and is a practical working guide 
for the general practitioner and surgeon. 


& SURGERY OF THE HAND. By Sterling Bunnell, M.D., Honor- 
ary Member, American Academy of Orthopaedic Surgeons, American 
Orthopaedic Association, Western Orthopedic Association, California 
Society of Plastic Surgeons, and Sociedad Latino-Americana de Orto- 
pedia y Traumatologia; Corresponding Member, British Orthopaedic 
Association; Foreign Corresponding Member, Societas Ortopedica Scan- 
dinavica; Member, American Surgical Association, American Association 
of Plastic Surgeons, American Society of Plastic and Reconstructive 
Surgery, American Association for the Surgery of Trauma, and Ameri- 
can Society for Surgery of the Hand; Emeritus Member, Hand Club 
of Great Britain; Fellow, American Occupational Therapy Association 
(1951-1953); Consultant to the Surgeon General of U.S. Army, to the 
U.S. Navy, and to the Alaska Department of Health; U.S. Medal for 
Merit; Ordre National de la Légion d’Honneur; Ordem Nacional do 
Cruzeiro do Sul; Licentiate, American Boards of General, Plastic and 
Orthopaedic Surgery. Ed. 3. Cloth. Pp. 1079, with illustrations. 
Price $22.50. J. B. Lippincott Company, East Washington Square, 
Philadelphia 5, 1956. 


The myriad of recent advances in hand surgery has 
made a third edition of this book mandatory. Some of the 
advances covered in this edition are those in the areas of 
antibiotics, cross finger flaps, exercise after tendon repair, 
contraction and paralysis of intrinsic muscles, thumb re- 
construction, burns, rheumatism, elbow plasty, and seal 
finger. A pioneer in his field, the author of this work 
is considered highly responsible for the present develop- 
ment of hand surgery. He looks upon hand surgery not 
merely as a problem of mechanics but as comprising a 
number of interrelated problems of comparative anatomy, 
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embryology, mechanics, and economics. More than 200 
new illustrations have been incorporated in this revision, 
adding to its size. The increased size of the work, how- 
ever, is a drawback, for it has become very difficult to hold. 


Bb TRAINING OF THE LOWER EXTREMITY AMPUTEE. By 
Donald Kerr, B.B.A., Director, National Institute for Amputee Re- 
habilitation, Lodi, New Jesery; and Signe Brunnstrom, M.A., Con- 
sultant in Amputee Training, Institute of Physical Medicine and 
Rehabilitation, New York University - Bellevue Medical Center, New 
York, New York. Introduction by T. Campbell Thompson, M.D 
Cloth. Pp. 272, with illustrations. Price $6.50. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1956. 


This book offers an unexpected wealth of detail in the 
care and training of amputees. The authors are particularly 
well qualified for the task. Mr. Kerr, himself an amputee, 
has become an excellent all around athlete and even 
mastered championship badminton. His awareness of the 
problems of the amputee and his personal study and suc- 
cess in the technics of rehabilitation training are evident 
throughout the text. Miss Brunnstrom has years of pre- 
paratory training and experience in physical therapy and 
during the past 10 years has specialized in the rehabilitation 
of amputees. From their personal experience they have 
written this rehabilitation guide for the amputee and all 
who work with him, from surgeon to prosthetic-device 
maker. 

After token treatment of psychologic and social ad- 
justment, the authors present a thorough and detailed dis- 
cussion of care and training procedures. In proper order 
the details of amputee training are taken up: conditioning 
exercises; choice, construction, and fitting of protheses; and 
special rehabilitation problems, including the development 
of normal walking gait. Each type of amputee—single, 
below knee, double, above knee, et cetera—is discussed 
separately, and in each section, there is practical advice 
on everyday problems such as dressing, rising from chairs 
or the floor, stepping over obstacles, mounting stairs or 
curbs, and driving. A special section on social dancing and 
sports concludes the book. 

The text, based on an easy-to-follow subject outline, 
is clearly written and well indexed. Clear photographs 
and diagrams emphasize the importance of correct position- 
ing and clarify the details of design and use of the various 
prosthetic devices. 


B® THE PHYSICIAN-WRITER’S BOOK. Tricks of the Trade of 
Medical Writing. By Richard M. Hewitt, A.M., M.D., Senior Con- 
sultant, Section of Publications, the Mayo Clinic; Associate Professor 
of Medical Literature, the Mayo Foundation, Graduate School, Uni- 
versity of Minnesota. Cloth. Pp. 415, with illustrations. Price $9.00. 
W. B. Saunders Company, W. Washington Square, Philadelphia 5, 
1957, 


The editor, whose function is to buffet physician- 
writers with his blue pencil, is often accused of being arbi- 
trary in manuscript changes; on the other hand, he is likely 
to think that most doctors must have discarded some of 
their writing sense along with their college composition 
texts. Too often the twain do not meet, at least in com- 
mon thinking about published materials; but a happy liai- 
son of minds is effected in this new book by a long-exper- 
ienced editor. Here are presented in attractive and concrete 
form the things for which an editor looks—as the subtitle 
states, here are “tricks of the trade of medical writing.” 

“The Physician-Writer’s Book” is not a grammar, 
but common-sense treatment is given the more common 
grammatical pitfalls; it is not a writers’ market guide, but 
it tells the kinds of articles currently in demand; it is not 
a text on journalism, but enough practical hints are given 
that the busy doctor, whose medical studies have not left 
room for formal training in writing, can find competent 
counsel to help him prepare his ideas for publication. As a 
source book, the text includes help in every phase from 
choosing a subject to securing a copyright, with answers 
to questions about manuscript preparation, tables and illus- 


641 


d 
a 
| F 
¥ 
| 


trations, writing of case histories, scientific jargon, and 
many other such problems. The book reads easily; its 
language is at the same time colloquial and exact, and 
often it is humorous. 

Although such a book is inevitably a style manual 
in part, much more is included than one editor’s “pet 
peeves.” Bits of pertinent philosophy give meaning to 
“how to do it” passages, and an ethical decalogue sum- 
marizes the general tone of the work. The philosophy is 
given practical application in discussions on use of refer- 
ences, authorship, and originality. 

Every physician-writer should have a book of this 
kind at his disposal, and certainly Dr. Hewitt has prepared 
one that is almost totally adequate. 


® PROCTOLOGY. By Harry E. Bacon, B.S., M.D., ScD., LL.D., 
F.R.S.M. (Lond.), F.A.C.S., F.1.C.S. (Hon.), F.P.C.S. (Hon.), F.J.C.S. 
(Hon,), F.B.C.S. (Hon.), Professor and Head Department Proctology, 
Temple University Medical School, Diplomate American Board Surgery, 
President-elect, American Board Proctology; Stuart T. Ross, A.B., M.D., 
F.A.C.S., F.A.P.S., F.1.C.S., Attending Proctologist, Nassau Hospital, 
Mineola, Mercy Hospital, Rockville Centre; President American Proc- 
tologic Society; Diplomate and Secretary American Board of Proctology; 
and Porfirio Mayo Recio, B.S., M.D., M.Sc., F.P.C.S., F.1.C.S., Assistant 
Professor Surgery, College of Medicine University of Philippines; At- 
tending Proctologic Surgeon Philippine General Hospital; Diplomate 
American Board Proctology; Regent, Philippine College Surgeons. Cloth. 
Pp. 441, with illustrations. Price $10.00. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1956. 


Written for busy physicians who need quick answers to 
immediate and pressing problems, this is a book of essential 
facts on surgical diseases of the colon, rectum, and anal canal. 
For this reason, the authors have shorn the text of such things 
as extensive descriptions of pathology, hypotheses concerning 
etiology, and obsolete forms of examination and treatment. The 
book’s chief emphasis is on practical questions of diagnosis and 
treatment. Treatment procedures to be prescribed or performed 
by the physician in either office or hospital are concisely stated 
and self-help practices to be employed by the patient at home 
are covered. Operative methods are considered in a logical 
step-by-step fashion, and relief of postoperative pain is treated 
fully. A chapter has been devoted to parasitology because of 
the current interest in it. 


® THE MERCK MANUAL OF DIAGNOSIS AND THERAPY. Edit- 
ed by Charles E. Lyght, M.D. Cloth. Pp. 1870. Price $6.75 for Regular 
Edition. $9.00 for DeLuxe Edition. Ed. 9. Merck & Company, Rahway, 
N.J., 1956. 


This is the ninth edition of this manual designed to provide 
physicians with reliable, up-to-date medical information in con- 
venient, concise, yet adequate form. Much of it has been re- 
vised since the last publication. Most of the revisions deal with 
modern advances in such fields as antibiotics, nutrition, immuni- 
zation, Rh factor, gamma globulin, and prenatal and postnatal 
care. In the discussion of all subjects, diagnosis and therapy 
are given primary emphasis, but pertinent physiologic, path- 
ologic, and etiologic features are included. Surgical procedures 
are mentioned wherever indicated, but usually are not described. 
Part I consists of 20 sections, easily accessible because they are 
thumb indexed. Part II includes, among other things, descrip- 
tions of many clinical and bedside procedures. The index has 
been expanded to contain a much larger number of key items 
and has been liberally cross-referenced. 


& A Manual of the COMMON CONTAGIOUS DISEASES. By Philip 
Moen Stimson, A.B., M.D., Professor of Clinical Pediatrics, Cornell Uni- 
versity Medical College; Consulting Pediatrician: The New York and 
Roosevelt Hospitals and Hospital for Special Surgery (New York City), 
and Meadowbrook (Hempstead), Bergen County (Bergen Pines), Nor- 
wegian Lutheran (Brooklyn), Horton Memorial (Middletown), and St. 
Francis (Poughkeepsie) Hospitals; President of St. John’s Guild (The 
Floating Hospital); Formerly, Attending Physician, The Willard Parker 
Hospital, and Director of the former Poliomyelitis Service of Knicker- 
bocker Hospital; and Horace Louis Hodes, A.B., M.D., Pediatrician-in- 
Chief and Director of the Department of Pediatrics, Mt. Sinai Hospital, 
New York City; Clinical Professor of Pediatrics, College of Physicians 
and Surgeons at Columbia University; Consulting Pediatrician, North 
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Shore Hospital; Formerly, Assistant in Pathology and Bacteriology, 
Rockefeller Institute for Medical Research, Associate Professor of Pedi- 
atrics, Johns Hopkins Medical College, and Director of Sydenham Hosji- 
tal, Baltimore. Ed. 5. Cloth. Pp. 624, with illustrations. Price $8.50. 
Lea & Febiger, Washington Square, Philadelphia 6, 1956. 


In dealing with certain contagious diseases such as diph- 
theria, Vincent’s angina, streptococcal infections of the respira- 
tory tract, measles, rubella, whooping cough, mumps, chicken- 
pox, meningitis, and poliomyelitis, this manual has been « 
standard guide for physicians for many years. In light of the 
revisions in this fifth edition, it will continue to serve them 
well. Accurately reflecting the advances in medicine during tlic 
last 9 years, the sections on poliomyelitis, virus infections, 
whooping cough vaccine, parapertussis, and rickettsialpox ha\e 
been extensively revised, and the directions on the managemei 
of hospital contagion have been radically modified. An entire 
new chapter is devoted to antibiotics. Reference lists appear «i 
the end of each chapter. 

The well-organized surveys of diseases, including the lal- 
oratory and clinical guides to differential diagnosis and the con- 
siderations of possible sequelae, insure this manual’s continuing 
value to the student and practitioner. 


&® CLINICAL UROLOGY. Volumes I and II. By Oswald Swinney 
Lowsley, A.B., M.D., F.A.C.S., F.I.C.S., Diplomate of American Board 
of Urology; First Director Department of Urology (James Buchanan 
Brady Foundation) of the New York Hospital; President and Director, 
Oswald Swinney Lowsley Foundation, Inc, St. Clare’s Hospital, New 
York, N.Y.; and Thomas Joseph Kirwin, M.A., M.S., M.D., F.A.C.S., 
F.I.C.S., Diplomate of American Board of Urology; Professor of Urology, 
New York Medical College; Director Department of Urology, Flower and 
Fifth Avenue Hospitals; Director Urological Departments Metropolitan 
and Bird S. Coler Hospitals, New York, N.Y. Ed. 3. Cloth. Pp. 1013, 
with illustrations. Price $32.50. Williams & Wilkins Company, Mount 
Royal & Guilford Aves., Baltimore 2, 1956. 


Much of the excitement of this third edition is due to the 
inclusion of hundreds of new illustrations by urologic artist 
William P. Didusch. Finely detailed, step-by-step drawings of 
surgical technics of urology make this book of particular value 
to practicing urologists as well as to general surgeons who must 
occasionally undertake urologic procedures. Though this edition 
is completely revised to include advances in knowledge of urol- 
ogy during the past 15 years, the work still follows the same 
simple structural arrangement that makes it so valuable as a 
textbook. Chapters 1 to 5 deal with general diagnostic proce- 
dures of urology. These are followed by an informative chapter 
on anesthesiology. Chapters 7 through 34 are comprehensive 
discussions of the various anomalies, injuries, and diseases of 
each organ of the urogenital system. A chapter on chemother- 
apy and the effectiveness of antibiotics in the treatment of uro- 
genital infections completes the book. The format of the work 
is changed in this current edition, with the pages being rear- 
ranged into three columns and enlarged for easier readability. 
Both volumes are indexed. This edition also has the distinction 
of being a monument to the life-time work in urology of Dr. 
Oswald Swinney Lowsley, senior author of the work, who died 
shortly after reading galley proof on this text. 


®& DORLAND’S ILLUSTRATED MEDICAL DICTIONARY. Ed. 23. 
Cloth. Pp. 1598, with illustrations. Price $12.50. W. B. Saunders Com 
pany, W. Washington Square, Philadelphia 5, 1957. 


With the publication of the twenty-third edition, the 
American Illustrated Medical Dictionary, which for twenty-two 
editions carried the name of W. A. Newman Dorland as edi- 
tor, has been rechristened Dorland’s Illustrated Medical Dic- 
tionary. Dr. Dorland died in September 1956. 

This twenty-third edition is characterized by improvements 
and additions as have been the previous twenty-two editions, 
issued over a period of 57 years. Its editorial policy of con- 
stant study of changes and advancements in medicine and allied 
sciences and the incorporation of their definitions and spellings 
make “Dorland,” as it has long been identified by those who 
use it most, a dictionary of outstanding worth. 

Along with the change in title, modernizations in layout 
have contributed to a newness of appearance that enhances 
an old standby. 
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The 


MEDICAL 
AUDIT 


NELSON D. KING, D.O. 


Kirksville, Missouri 


L IS MY FEELING, and this is shared by 
imany administrators, chiefs of staff, and governing 
hoard members, that the medical audit is a must in to- 
day’s hospital organization. My topic concerns the phi- 
losophy of the audit and how to set it up; Dr. George 
(. Wolf’s discussion of the audit in action follows. 
‘Jur combined purpose is to stimulate interest in the 
possibilities of a medical audit, both to create desire 
to start such a program and to give new ideas for one 
that already exists. 


Purposes, general considerations 


The medical audit came into being in an attempt 
to appraise the quality of professional care in hos- 
pitals. It is a measuring stick to determine what the 
patient is getting—and not a punishing stick for the 
professional staff. I cannot stress this philosophy too 
much, because most of the troubles that have arisen 
over the institution of such an audit have resulted from 
a misunderstanding of its purpose. The scrutinizing 
of records by a committee of staff men has actually 
been considered unethical by some attending physicians. 
These physicians have not been able to see that this 
is for the good of the patient, for the good of the hos- 
pital, and for their own education, which will also result 
in better care of patients in the future. 

Once this basic thought is accepted, the mechanics 
of the medical audit must be carefully thought through. 
It is of little use to have a committee look over some- 
one’s record of patient care, call him before the com- 
mittee and say, “Don’t do thus and so again!” If such 
is the policy, the procedure immediately becomes a po- 
lice action, and as such is poorly accepted. The audit 
must be an audit in its own true sense; each case and 
each physician must be measured from many sides, 
and the findings must mean something when completed. 

Using audit forms will help to produce meaningful 
findings. The staff will become interested in the project, 
and patient, hospital, and physician will profit by it. 
When figures are compiled from the audit forms, they 
will show the true character of the hospital. There will 
be an evaluation of ability, loyalty, and attitude of each 
member of the staff. The excellence of the adminis- 
tration will be graded according to these results, but 
what is most important is what is done with the find- 
ings. In turn, what is done with them is up to the gov- 
erning board; if penalties should be invoked, the 
governing board should see that they are carried out. 
It is up to the administrator and chief of staff to see 
that the governing board is educated to understand 
statistical results and to see the good effect of the audit, 
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and the board must be strong enough to correct the 
offending personnel. 

In general, if each patient’s record can be studied 
after his discharge by a committee of staff members, 
the findings, when carefully catalogued and recorded 
uniformly and without projudice, provide a most valu- 
able device for stimulating good professional standards. 


How to begin 


To set up a medical audit committee, it would be 
healthier for the staff to suggest action than to have a 
governing board say, “You must do this.” The admin- 
istrator can certainly suggest that the chief or president 
of the staff talk this over with him. The proposition 
must be carefully weighed, and the chief’s cooperation 
and enthusiasm must be gained. From this point, the 
matter can go to the executive committee of the staff 
for discussion, with the administrator present to hear 
all discussions and objections. The executive commit- 
tee then recommends the audit plan to the staff. If 
opposition by the general staff is feared, considerable 
time must be spent in an education program before 
proposal of the plan is made. The best way to kill 
staff cooperation is to approach the matter too rapidly 
and without preparation. The best way to have 100 per 
cent support is to go slowly, hearing all the arguments 
against the plan and then slowly conducting the think- 
ing into correct channels. For the staff to give its full 
support, it must be accepted by the staff unanimously, 
or almost so. 

Perhaps some hospitals will have to start at the 
top and have the board say, “Set up a medical audit 
committee.” If so, the plan still must be initiated very 
slowly for the same obvious reasons. Once the staff is 
convinced that this is for the good of the patient and 
the hospital and not purely a police action, they will 
cooperate. 


How to direct thinking 


I believe most hospitals have a record committee 
and some have also a tissue committee and a committee 
to review deaths. Here would be a nucleus for the 
medical audit committee. 

Most hospitals have for years made it a policy 
to examine each death record and classify it as “pre- 
ventable,” “inevitable,” “unavoidable,” or some such 
term. However, what have we done for the patients 
who have lived in spite of certain physicians’ care? 
Are some physicians filling the hospital with patients 
just to collect an insurance fee? Are some patients kept 
unnecessarily long? Are some physicians ordering all 
sorts of unneeded drugs and laboratory or x-ray work? 
Are normal appendices being removed? How much 
coincidental surgery is being done which prolongs sur- 
gical procedures unduly? How many patients go home 
too soon? How many of these are readmitted for the 
same or similar complaints because of inadequate 
therapy? 

Perhaps these questions can be summarized in this 
way: 
1. Hospitalization: (a) necessity for admission, 
(b) promptness of admission, and (c) length of stay. 
Each may affect the quality of care; the evaluation of 
these three factors should reveal not only the deficien- 
cies of hospitalization but should also demonstrate 
whether the responsibility for such inadequacies lies 
with the staff, hospital, or patient. 

2. Investigation: (a) history and physical exami- 
nation; (b) laboratory, x-ray and other aids; and (c) 
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consultation. These three factors also apply as in 
Question 1; inadequacies can also result from not or- 
dering or over-ordering by the staff men, the hospitals 
not being equipped to carry out certain procedures, or 
the patient not cooperating. 

3. Treatment: (a) medication or other therapy ; 
(b) complications; and (c) deaths. The medication 
must be evaluated from the same three points: Did the 
doctor order enough, too much, or too little? Was 
accepted procedure used in medical or surgical therapy ? 
Did the hospital supply the medication as ordered and 
did the nursing service carry out the orders as written? 
Did the resident staff give intravenous medication and 
osteopathic manipulative therapy as ordered? Did the 
patient refuse therapy? If there were complications, 
were they the fault of the physician, hospital, or pa- 
tient? Was death a result of any neglected factor? 

If these three categories are used and the answers 
are catalogued, there should be an excellent appraisal 
of the patient’s care, the physician’s ability, and the 
hospital’s adequacy. 


How to organize 


I suggested before that the nucleus for this audit 
committeee be the record committee. It can also be 
seen that one committee can carry out all functions 
previously handled by two or more. Some hospitals 
use a professional auditor, who does no other work, 
but I believe that the best results are obtained by having 
all staff physicians serve on the committee on a rotat- 
ing basis. What better education can a staff man have? 

The majority opinion is that the staff should do 
its own work. How much work is it? That would de- 
pend upon the system of cataloging the information 
and the type of cases involved. I have tried to work on 
the idea that a staff man can review 10 cases at one 
time, once a week. This is not too much of a burden 
and should be accomplished in about 1% hours. For a 
working formula then, figuring one committee member 
for each ten discharges per week, it is possible to 
determine the size of committee that is required. For 
example, a 100-bed hospital with average occupancy 
of 80 per cent and an average patient stay of 7 days 
has 80 discharges a week and would require about eight 
men on the committee. 

The size of the committee is also related to how 
extensive the audit is. In a financial audit, it is possible 
to get a fairly good idea of “how we are doing” with- 
out a completely detailed audit. The same is true with 
the medical audit, particularly at its inception. Perhaps 
some might wish to start with the evaluation of only 
one type of case, for example, a purely obstetrical audit, 
or a purely medical audit with no surgical or obstetrical 
cases. A small start is best until the committee is 
operating well and knows how to record its findings. 
This again is the principle of beginning slowly, know- 
ing that it will take about 2 vears before the plan is 
operating fully. The staff becomes more interested 
when a specific smaller section is audited. It means 
something to them to have a few results reported rather 
than having a mass of figures given to them all at once. 


How to use records 


If a systematic form is used, the compilation of 
results is made easy. Each physician on the staff has 
his record card with a cross reference to the cases 
treated. This becomes comparable to batting and scor- 
ing averages and composite box scores in baseball. The 
results will also enable the hospital to determine its 
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“medical league standing” by comparison with others 
in rates of cesarean sections, autopsies, surgical pro- 
cedures, maternal and neonatal deaths, et cetera. 

After the forms are completed and examined by 
the committee, a report should be made to the adminis- 
trator of the hospital. A code list of the doctors should 
be prepared and the code key kept by the administrator 
and the president of the board of trustees. It should 
not be divulged. 

After the coded report is made by the adminis- 
trator to the board of trustees, it should be interpreted 
to board members in terms a layman can understand. 
If any of the staff physicians mentioned in the report 
by code numbers is out of line with the standards set 
forth in the report, the board should note this fact and 
instruct the chief of staff or president or chairman of 
the staff to submit to the board in writing the action 
proposed in respect to the deviations. When this writ. 
ten report is received the administrator or president of 
the board can then give the staff chief the names of 
the members of the staff whose results are not equal 
to the standard set by the audit report. 

It is emphasized that the board of trustees should 
instruct the appropriate committee of the staff to make 
recommendations to correct the deficiencies. Those rec- 
ommendations might entail reduction or withdrawal of 
surgical privileges, closer supervision, or mandatory 
consultation in all cases, medical or surgical. 

At no time should the report be allowed to circu- 
late through the medical staff. Only the chief of staff 
and the board should have access to it, and the code 
list should always be kept confidential; it should be 
known only by the administrator and president of the 
board. The use of a code list should be considered in 
most hospitals in order to “let the chips fall where they 
may.” Too many times if specially privileged persons 
are identified, they are not touched by criticism. How- 
ever, when identification is made impossible by use of 
a code there can be no individual too “high and mighty” 
to be treated as all others. 

If the staff committee, usually the executive com- 
mittee, recommends any drastic action, the physician in 
question is told of the proposed action first, before any 
final action is taken. He may then appear before a 
joint committee of staff and board for a hearing if he 
desires ; otherwise the action recommended is final in a 
specified number of days. 

There is a well-known saying that “if you build a 
better mousetrap, nature will breed a smarter mouse” 
to circumvent it. That same principle must be remem- 
bered in regard to the medical audit. Keen minds have 
sought ways to nullify it, and this is really very easy 
to do when the committee is weak and ineffective. But 
remember: Be careful; go slow! All hands must put 
aside old antagonisms and regain the proper point of 
view of the hospital! Every move and every decision 
must be aimed at better patient care and service. 


One other thing that deserves mention is this: 
Physicians or hospital staff members should be careful 
to protect themselves and the hospital against suits 
for negligence and malpractice. This is hard to meas- 
ure, but if the findings of the audit are accurate, | 
believe it can be concluded from a well-prepared case 
and well-kept records that the physician is at least try- 
ing to protect himself. He must be encouraged to 
protect the hospital as well. Certainly a poor report 
on a physician by the audit committee can lead the 
administration to believe that he is probably open to 
suit and therefore his activities should be curtailed or 
limited to some extent. 
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Conclusions 


Establishment of a medical audit committee should 
be encouraged. Its scope should develop slowly, but the 
final attainment of a complete audit system will not 
only assure better patient care but will help eliminate 


GEORGE C. WOLF, D.O. 


Lancaster, Pennsylvania 


O N OCTOBER 7, 1954, I had the pleasure of 
reporting the following to the board of directors of the 
Lancaster Osteopathic Hospital: | 

The staff, at its meeting on October 5, instituted a system 
of medical audit. Every case treated in our hospital will be 
checked by a committee of the staff, first for completeness of 
each record, and second for a point-by-point study of entries 
under diagnosis, treatment, consultation, operative procedures, 
and results. 

The check list of this committee will include the following 
questions : 

1. Do the clinical results in this case support the final diag- 
nosis ? 

2. Do the laboratory findings support the final diagnosis? 

3. Is there agreement between the final diagnosis and the 
pathologic diagnosis ? 

4. Was the treatment employed generally acceptable, or is 
it open to question? | 

5. Did the physician exceed his privileges or abilities ? 

This procedure is being instituted by the staff in order to 
keep a constant watch over the hospital records, with an eye 
toward top efficiency of the staff, assuring the well-being of 
hospital patients, preventing unqualified physicians from at- 
tempting procedures with which they are not familiar, improv- 
ing the hospital’s teaching program for interns and residents, 
and acting as a basis for promotion of staff members to more 
difficult .work. 

I believe that the Staff should be congratulated upon this 
honest effort to improve itself, by its own policing of its own 
members. 

This report was enthusiastically received by our 
board of directors, who asked numerous questions, both 
as to procedure and as to the results that could be ob- 
tained from a medical audit. They duly congratulated 
the staff upon its intention, and the program was in- 
stituted. 

However, they did not then forget about the medi- 
cal audit. They charged me, as the hospital administra- 
tor, to “provide aid, to the limit of the hospital’s re- 
sources, in the institution and accomplishment of the 
aims of the staff’s medical audit program.” In the past 
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The advantages and disadvantages of the 


MEDICAL AUDIT 


the present inability or unwillingness of hospital staffs 
to discipline the actions of their own members. It will 
permit the hospital staff to “clean its own house” and 
will reduce the possibility of lay interference with 


medical matters. 
800 W. Jefferson St. 


2 years, I have repeatedly reported to the board and 
have been questioned by them concerning the progress 
and results of this program. In fact, they liked this 
idea so well that last year they set up a hospital audit 
committee, whose duties are to examine staff organiza- 
tion and procedures, on the basis of “Does it meet or 
exceed the ‘Minimum Requirements and Standards for 
Hospitals Approved for the Training of Interns and/or 
Residents,’ as established by the Bureau of Hospitals of 
the American Osteopathic Association ?” 

Today, 2 years later, I find myself in a position of 
being asked to review this program and to report as to 
the advantages and disadvantages that have become 
evident. The foregoing lists briefly the advantages of 
such a system, and there will be more comment about 
these later. But first will come a review of the diffi- 
culties and disadvantages of such a system. 


Mechanical difficulties 


The first disadvantage, and one we did not fully 
anticipate, was the difficulty in instituting such a pro- 
gram. Some phases of this are: 

1. Such a program requires a considerable amount 
of work on the part of a committee of the staff in order 
to carry out its duties. In order to prevent “back-logs” 
of cases, it must meet weekly. 

2. Such a program requires that the committee 
have considerable knowledge of medical terminology 
(that is, of standard nomenclature of both diseases and 
operations). This had to be self-taught as the commit- 
tee proceeded, and then taught to the staff. 

3. This committee must have as its chairman a ma- 
ture physician and must consist of staff men with a 
wide knowledge of diagnosis and treatment in all fields 
of medicine, and a mature outlook on both their own 
faults and the faults they find with the rest of the staff. 
This committee, given the proper mature members, still 
has to be self-developed, and self-appreciated, and then 
must prove itself to the rest of the staff. 

Our committee, as originally appointed and twice 
reappointed, consists of an internist (a candidate in his 
college) as chairman, a senior surgeon (certified by his 
college), a junior surgeon (a candidate in his college), 
a pediatrician (a candidate in his college), a pathologist 
(certified by his college), and two general practitioners. 
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The most tangible evidence of the 
audit system has been the 
increasing desire on the part of 
all of our staff to consult 
with their colleagues on 


both diagnosis and treatment 


It became necessary for this committee first to edu- 
cate itself as to the technic of the medical audit ; second, 
to select the printed forms that were to be used in order 
to accomplish their purpose ; and third, to find the time 
to review every hospital case. And, as previously men- 
tioned, it very soon became evident that committee 
members would also have to learn standard nomencla- 
ture far more thoroughly than they had ever conceived. 

All of this required time, and for several months 
the committee limited itself to comparing the provi- 
sional and final diagnoses and the final and pathologic 
diagnoses in surgical cases, or the final diagnosis as 
compared to the laboratory and x-ray findings in medi- 
cal cases. As confidence increased, the committee ex- 
tended its scope and began to signify whether the 
results found on the charts were “expected,” “inevit- 
able,” “justifiable,” or “not justifiable.” At the end of 
a year, the committee members felt themselves compe- 
tent to begin criticizing the charts and to complete the 
final portions of the audit, entitled “medical findings,” 
indicating whether they felt the diagnosis was not 
justified, the judgment faulty, the treatment not war- 
ranted, or the technic erroneous. 

It was not until this time that the “Physicians’ In- 
dex” could be set up and recorded by the medical li- 
brarian, as the charts came back from the audit commit- 
tee for filing. Until this was possible, no assessment of 
disadvantages or advantages in the system was possible. 
At this time, we recognized that there were several 
technical failures in the system we were using: 

1. There was no means of indicating the degree of 
error in diagnosis. The error between a provisional 
diagnosis of “chronic cholecystitis” and a final diagnosis 
of “chronic cholecystitis with cholelithiasis,” both of 
which require the same treatment, resulted in the same 
tabulation as the error between “chronic cholecystitis” 
and “carcinoma of the gallbladder,” a much more se- 
rious condition, requiring a different and more radical 
treatment. These errors both appeared in the final 
tabulation as “errors in diagnosis,” and no distinction 
was evident. The first of these is, under some condi- 
tions, a forgivable error ; the second is not. 

2. There was a technical failure of not showing 
unwarranted hospital admissions. This system does not 
point out the physician who brings in a number of 
patients who could just as well have been treated at 
home. While these admissions are good for hospital 
business and show up well in the number of admissions 
and in the total patient days, there is no reason why 


648 


these admissions should show up well in a doctor’s rec- 
ord. This record shows that his provisional and final 
diagnoses and his final and pathologic diagnoses were 
correct, and that his treatment was correct, and his re- 
sults were expected or justifiable ; and under the system 
of medical audit in use, there was no other way to 
show it. 

3. A third technical failure was not showing the 
degree of seriousness of a case. A physician can and 
does receive, on his record, the same amount of credit 
for the correct diagnosis of “chronic recurrent appendi- 
citis” as he does for the correct diagnosis of “adeno- 
carcinoma of the colon, Broders’ grade 4,” regardless 
of the degree of seriousness or threat to the patient’s 
life. 


Human variables 


The basic disadvantage of any system of medical 
audit, whether it is done by a professional auditor or 
by a staff committee, lies in the fact that it represents 
an attempt to reduce the art of medical practice to a 
group of statistics. From these statistics are drawn 
conclusions as to the individual physician’s ability, con- 
scientiousness and integrity, his judgment, his ability to 
accept and use advice, and his willingness to seek such 
advice from his colleagues. Since the practice of medi- 
cine is an art, in spite of the artless manner in which it 
is sometimes practiced and in spite of our claims of 
scientific medicine, it is impossible to apply completely 
any accounting technic to this practice. 

It is not difficult to see the specific flaws in an at- 
tempt to apply an accounting procedure to the art of 
practice. The practice of medicine, with all of its facets 
—psychiatric, surgical, medical, et cetera—is intricately 
interlaced through the common denominator of one 
human being attempting, and more often than not suc- 
ceeding, to aid another human being. The human-to- 
human relationship with its mixture of facts, foibles, 
errors, and just plain lies, is to be reduced by an ac- 
counting procedure to cold hard figures. This is one 
place where 2 plus 2 might equal 6, and sometimes does. 

Accounting is a precise science of figures, where 2 
and 2 are always 4, which is to be used by the adminis- 
trator to determine whether the results achieved by the 
physicians of his staff are “justifiable,” “inevitable,” or 
“not justifiable.” Through this, he is to reach conclu- 
sions as to the ability, integrity, judgment, et cetera of 
those physicians. Yet the administrator is also human, 
and curious as to how physicians compare with one 
another according to this accounting formula. He is 
just as human in his ability to err in his interpretation 
of the results of this audit (an accounting procedure 
which can conceivably add 2 to 2 and get 6). 

Now, with all this margin for error, who does the 
accounting? It generally is not a professional auditing 
company ; what hospital could afford that? Admittedly, 
this would be the most impartial means of doing the 
job, but as yet patients are not educated to the desir- 
ability of paying for this protective service. So, as a 
result of financial expediency, the medical audit, for 
better or worse, is entrusted to a committee of staff 
members. This is not meant in a disparaging manner, 
but truly each hospital’s medical audit must stand or 
fall upon the ability of the chairman and the members 
of this committee. And, at 10:00 p.m., after office 
hours, what staff man does not lose a certain amount 
of his industriousness when he is confronted with a 
stack of 100 or more charts to review? 

The fact that these dealings are with human beings 
and that the human factor must be considered suggests 
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the next point of criticism of this procedure: It is not 
only one person whose human frailties must be con- 
sidered, but an entire group of people—the patient, 
physician, nurses, laboratory technicians, x-ray techni- 
cians, et cetera. Each supplies the basic material 
upon which the accounting is done, namely, the patient’s 
chart. Over and above even this, there is the human 
factor of the accountants’ (the physicians on the audit 
committee) interpretation of the patient’s chart, giving 
the possibility of compounding the felony by adding 
one human error to another. 

There is one further point where this error can be 
again compounded by the human factor. After all of 
the findings have been recorded upon the physician’s 
record card, these results must be interpreted to the 
hospital’s governing body and the staff. And the hospi- 
tal administrator, who does the interpretation, is also 
human and subject to error. 

The following complaint against the medical audit 
appeared in Medical Economics, in June 1956:1 “ ‘The 
constant scrutiny maintained through elaborate records 
and through tissue and auditing committees inevitably 
sets one group of doctors against another, . . .’ require- 
ments ‘force physicians to spy on one another ’” 

Of course, it all depends upon a point of view. If 
the policeman is on the beat for the sole purpose of 
spying on you and catching you in the slightly unlawful 
act of strangling your next-door neighbor, then I will 
agree that the medical audit committee “forces physi- 
cians to spy upon one another.” However, if he is 
there not to spy on you personally but for the benefit 
of the community as a whole, then I think it must be 
agreed that his presence will not set one neighbor 
against another. Neither will an audit committee whose 
true purpose is to benefit the hospital and its patients, 
as a whole, including each physician, the administration, 
and the board of directors, “set one group of doctors 
against another.” 

It is true that every hospital has its chronic rebel, 
or group of rebels, but no medical audit committee is 
needed to initiate their complaints. They would com- 
plain about the policeman on the beat, the other physi- 
cians on the staff, the hospital administration, the board, 
or because there is or is not an audit committee func- 
tioning. Obviously, this type of individual will be the 
first to object when the committee returns a chart to 
him for correction, or reconsideration of a final diag- 
nosis, or for additional information, though this is one 
of the committee’s true functions. The solution is 
chiefly a matter of education of that individual or group 
of individuals. In some cases the situation can best be 
remedied by appointing that individual, or the leader 
of such a group of individuals, to the medical audit 
committee. It might be that after several weeks of 
work on that committee, such an individual would be- 
come one of the most ardent supporters of the medical 
audit, having learned its purpose and how it is con- 
ducted. 


General advantages 


From all the disadvantages given, an impression 
might be left that I do think the medical audit is not a 
workable plan. This is far from the case. I believe it 
not only to be workable, but to be greatly beneficial to 
the staff of any hospital, to the patients of that hospital, 
and to the administration and governing body. Even 
the true disadvantages of this system enumerated above 
are far outweighed by the advantages and benefits that 
can come from the medical audit. 
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As stated before, the period of indoctrination for 
the audit committee and the staff itself is of necessity 
long and slow. Now, at the end of 2 years of such in- 
doctrination, our hospital is just beginning to reap the 
benefits of this system. These benefits, provided that 
continued slow progress will be made as anticipated, 
will continue to grow and become more pronounced in 
the results obtained by our staff for the benefit of the 
patient. Any improvement in results of treatment gives 
the hospital a net profit in increasing public confidence 
and public support, both moral and financial. 

The most tangible evidence of the advantages of 
this system to date, in our hospital, has been the in- 
creasing desire on the part of all of our staff to consult 
with their colleagues on both the diagnosis and treat- 
ment of their patients. I feel that is one of the most 
important benefits that this medical audit system can 
provide a hospital. While a physician might be abso- 
lutely certain in his own mind as to the diagnosis and 
treatment of a serious case, and ordinarily might pro- 
ceed with that treatment, his desire for consultation and 
his willingness to accept the advice offered by such 
consultation, will prove in many cases that an alteration 
of his procedure would be beneficial to that patient. 
This without a doubt increases the efficiency of the 
staff, and thus is the first of the advantages that can be 
obtained from the medical audit system. 

Last year the Bureau of Hospitals of the American 
Osteopathic Association, in its “Minimum Require- 
ments and Standards for Approval of Hospitals for the 
Training of Interns and/or Residents,” began listing as 
requirements the tissue committee, the mortality com- 
mittee, and a tumor board. As a result of our medical 
audit program, we found ourselves 1 year ahead of the 
Bureau of Hospitals on these points, because all of 
these fall within the scope of the audit committee. By 
the simple expedient of breaking the audit committee 
into subcommittees to cover these requirements, we 
immediately had active, working committees to cover 
each requirement. At the same time, the fact that each 
record is carefully scrutinized by the audit committee 
insures a constant watch over the hospital records as to 
their completeness and as to the type of information 
contained, thus providing exactly what is required by 
the Bureau of Hospitals in the way of a records com- 
mittee. This particular function has provided us with 
improved records, both as to completeness and as to 
content, and is a direct advantage derived from our 
audit committee. 


The well-being of the patient is, of course, the 


The practice of medicine 
is intricately interlaced through 
the common denominator of one 
human being attempting, and 
more often than not succeeding, 
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prime object of the audit committee. The impersonal 
approach to this problem, keeping in mind ‘What 
could our physicians or our hospital have done to im- 
prove the situation in regard to this patient?” instead 
of a personal approach such as “What should Doctor X 
have done to improve the situation?” has improved the 
relation of physician to physician and of department to 
department in our hospital. At the same time it has 
improved the confidence of one physician, or one de- 
partment, in another physician, or another department. 
This has resulted in closer cooperation among the phy- 
sicians and departments of the hospital, which tends to 
improve and enhance the care of our patients. 


Advantages in training 


The old problem of the young, immature, overam- 
bitious physician, attempting procedures beyond the 
scope of his knowledge and experience, is well con- 
trolled by the medical audit system. This is true because 
the young physician soon realizes that any criti- 
cism of his care of the patient will not be made hap- 
hazardly in the physician’s room, or out in the hall, but 
will be made factually and impersonally before the audit 
committee, and, if necessary, before the entire staff. 
This makes him more cautious about looking for the 
loophole in the hospital’s regulations which might allow 
him to overstep the limit of his knowledge and ability. 
Again, this benefits the patient by preventing the physi- 
cian from giving therapy for which he is not equipped. 

The hospital’s teaching program for interns and 
residents will be improved and enhanced by a medical 
audit. This occurs in several ways: 

1. Attendance of interns and residents at meetings 
of the medical audit committee is compulsory. They 
hear and enter into discussions of the care of patients— 
why it should have been handled this way and not the 
other way, and what could have been done to improve 
the results and the care of this patient while he was in 
the hospital. 

2. The increased use of consultation throughout 
the hospital, with the resulting discussions between con- 
sultants, at which the interns and residents are almost 
always present, is again beneficial to them in presenting 
the different viewpoints of the consultants on the care 
of these patients. 

3. The intern or resident, if he thinks a case is be- 
ing mishandled, has the proper channel to draw the 
attention of this possible mismanagement to the physi- 
cian. Instead of the disagreement between the intern 
and the physician being on a personal basis, which 
many times would deter the intern from saying what 
he thinks, he has a medical audit committee where the 
criticism can be presented and weighed. If it is found 
valid, it can be presented to the physician by the com- 
mittee as a whole, rather than by the individval intern. 

The medical audit system provides a basis for the 
promotion of staff members for more difficult work. 
For example, an application by a junior surgeon for in- 
creased privileges in surgery could be handled through 
such a committee. It would be done on an impartial 
basis, answering such questions as these from the rec- 
ords of this committee : 

1. Has his diagnosis been accurate and his judg- 
ment sound? 

2. Is his technic satisfactory? Has his technic 
proved erroneous in handling this type of case ? 

3. What results has he obtained in this type of 
case? Are the results expected or justifiable, or are 
they not justifiable ? 
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If the medical audit committee is able to prove, 
through its facts and figures and from the physician’s 
record chart, that the applicant is capable of handling 
this type of case, that he has had sufficient experience as 
to number of cases, that his diagnosis, judgment, and 
results have been good, he can immediately be granted 
the additional privileges applied for. On this same 
basis, if his records show the opposite picture, his 
application can be denied, and he cannot change the 
statistics as they appeared. He would have made his 
own record, and his application would be judged by it. 
And the medical audit committee would have the fact- 
and the figures ready when the application for promo- 
tion was filed. 


Individual reactions 


Now, what do the various individuals in the hos- 


_ pital think of the medical audit system, after 2 years of 


use ? 

1. The general staff views this system more 
favorably month by month, as the audit committee pro- 
ceeds with its own self-education and education of the 
staff to the possibilities and results that can be obtained 
from the medical audit. Physicians, and this was also 
true of myself, are very apt to look first for the flaws 
of the system; judgment of its merits is thus reserved 
until these flaws can be weighed more fully against the 
merits. 

2. The board of directors of the hospital views the 
medical audit with complete enthusiasm. As far as they 
are concerned, a systematic appraisal of the procedures 
and results obtained by our physicians is 100 per cent 
better than a haphazard guess presented by a staff rep- 
resentative to the board concerning the ability and 
results of an individual physician. The board’s view 
is that any well thought out system, regardless of its 
possible flaws, is a tremendous advance over no system 
at all. The medical audit certainly provides them with a 
wealth of material, which can be substantiated and used 
as the basis of their actions. The medical audit thus 
bridges the wide gap that previously existed between 
the business viewpoint as represented by the governing 
body of the hospital and the professional viewpoint as 
represented by the staff. 

3. The hospital administration views the medical 
audit both with enthusiasm and with caution. There is 
enthusiasm, because the medical audit has proved itsel! 
to be improving patient care in the hospital. The ad- 
ministration is most wholeheartedly in favor of any 
svstem that can accomplish this, for this improves the 
hospital and in turn improves public confidence and 
public support. There is also caution, because of th: 
fact that it becomes the administrator’s duty to interpre! 
the findings of the medical audit committee to the boar: 
of directors, for their final decision to promote or not 
to promote staff members. This interpretation must be 
handled on an impersonal basis, but at the same tim: 
the human element must be taken into account. The 
technical failures of the system must also be consid- 
ered, and only after consideration of the physician's 
record and the weighing of these human and technical 
failures, can an honest opinion, based upon facts, b: 
presented to the governing body of the hospital. 


Lancaster Osteopathic Hospital 
1100 East Orange St. 
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M.... PREDICTIONS about the future de- 


scribe the material benefits of the atomic age; prac- 
tically no attention is being paid to what man himself 
will be like 50 to 100 years from now. This leaves the 
ethical and moral future of mankind at the mercy of 
the atom itself. 

These present-day predictions based on an eco- 
nomic consideration of the atom ignore the basic 
moral principle that the good life is the balanced life, 
that it is one which accommodates spiritual as well as 
economic values, intangibles as well as tangibles, inner 
satisfaction as well as social advancement. And the 


future must be regarded as giving an opportunity for 
greater service as well as holding forth hope for 
greater comfort and more gadgets. Unless ethical sen- 
sitivity accompanies the exploitation of the atom, the 
future may turn out to be a Roman holiday followed 


by a violent moral hangover. 

Blue Cross, which was conceived in a time of 
physical distress for millions of people and of hardship 
for them and for the voluntary hospitals, demonstrates 
the inseparable relationship between sound economics 
and moral responsibility. It has now developed to the 
point where it helps to demonstrate that society is as 
much a spiritual organism as it is an economic system. 
Its future does not depend primarily upon the eco- 
nomic stability of individual plans—nor, for that mat- 
ter, on the further extension of benefits—but rather 
upon the moral and social climates in which Blue Cross 
plans operate. 

It is up to doctors, hospital people, Blue Cross 
officials, and subscribers to do constant moral battle 
for the nonprofit prepayment principle. Professional 
ethics must go beyond mere economic considerations 
and embody the entire scale of human values. If they 
do not, then like the atom itself, our various ethical 
codes will turn out to be delayed time bombs. Some of 
us can hear the ticking now. 

Prepayment is basically an economic device for 
safeguarding individual responsibility. Prepayment of 
medical care costs alone will not suffice to assure ade- 
quate medical care to every citizen any more than an 
electronically controlled, infra-red stove in every home 
will guarantee good meals to every hungry family. 

The economic soundness of Blue Cross is basically 
a matter of moral and ethical self-determination. If 
government absorbs the responsibility for providing 
health care to all the people, it not only will perform 
a function previously done by free agents, but will in 
fact become a substitute for ethics. 
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Only free and individual citizens can be ethically 
self-determined. There are no ethics without this self- 
determination, only a set of empty resolutions, because 
there is no free choice. What is granted as a right to 
all, without any responsibility on the part of the re- 
cipient to conserve or to pay for, is sure to be abused. 
It is almost equally sure to deteriorate in quality. 

The tremendous demand for prepaid hospital pro- 
tection means that the public needs it. It also means 
that the public believes in and trusts practitioners of 
the healing arts, and that individuals subscribe not only 
to insurance but also to the ethics of the voluntary 
practice of medicine. If this kind of ethics and this 
type of medicine let the individual down, he will turn 
to the government. 

Unfortunately there is some evidence today that 
people do not have the same blind faith in the ethics 
of the medical team that they had a generation ago. 
They do believe, more than ever, in the almost miracu- 
lous power of modern medicine and surgery to save 
life and to cure the sick; they go to the hospital at the 
drop of a hat; but they are beginning to question the 
economic side of the medical care picture. To put it 
bluntly, people in all walks of life see, or think they 
see, too many evidences that good medical and hospital 
care is simply a product on sale for a price. And the 
people think that the price is getting pretty high. Our 
talk about medical-hospital ethics, however sincere we 
may be, falls on ears which are increasingly deaf. 

The individual is likely to be selfish—he always 
has been and probably always will be—but the people 
as a whole have a penetrating intelligence which will 
not be denied. It tells them, I fear, that many hospitals 
today seem as much concerned with operating in the 
black as they are with operating to ease pain and to 
serve their communities. 

Somehow, someway we must contrive to regain 
in full measure the faith of the people in the ethics 
of our voluntary hospital system. Unnecessary in- 
creases in the cost of hospital care and in the monthly 
cost of prepayment must be avoided. You know what 
the abuses are, and you know as well as or better than I 
how to cope with them. I will only say here, in this 
connection, that the success of Blue Cross is inextrica- 
bly interwoven with the elimination of the abuses of 
the ethical standards of our hospital system. 

Like the atom, then, the Blue Cross principle 
based on the ethics of the voluntary hospital system is 
capable of useful, peaceful application for the good of 
the entire community. Blue Cross is ethically fission- 
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able; it is a potential source of moral energy for the 
entire community. But like the atom it is also capable 
of explosion. 

A most encouraging current development in hos- 
pital-community-government relations illustrates what 
I mean when I say the future of Blue Cross is as much 
a matter of principles as of economics. I can only 
summarize the developments of this matter since it is 
very involved and extends over a long period, but it 
touches all of us, because of its far-reaching implica- 
tions, and it illustrates so well the point I am trying to 
make. 

For several years Blue Cross has been actively 
promoting the proposal for providing hospital care on 
a uniform basis to the dependents of the members of 
the Armed Services in community hospitals instead of 
the present hit or miss system of providing such care 
only when military facilities and professional personnel 
happen to be available. The military establishment, 
naturally enough, would have much preferred to ex- 
pand its own facilities to do this job which is exactly 
what the voluntary hospitals oppose for two primary 
reasons: (1) Expansion of military hospital facilities 
would build up government hospitals for a special class 
of patients at the expense of the voluntary hospital 
system which serves the whole community. (2) Such 


Promise of a better material life must 
be accompanied by promise of 


an ethically stronger community life 


expansion would be a giant step toward government 
medicine for all the people. 

Congress has now wisely passed legislation de- 
signed to provide certain medical and hospital care to 
the dependents of all members of the Armed Services, 
beginning on December 8, 1956. This care will be pro- 
vided in either military or civilian hospitals depending 
on local conditions. Since it is believed that about 40 
per cent of this care will be in civilian hospitals, this 
development is a great forward step for our voluntary 
hospital system. The law directs that the program for 
civilian care may be administered through voluntary 
prepayment plans such as Blue Cross and Blue Shield 
or through insurance companies or other mechanisms. 
The Department of Defense was empowered to make 
the decision and to set up the machinery. 

After careful study, the Defense Department task 
force assigned to the problem decided that the choice 
of the administrative mechanism for the medical care 
aspects of the program should be left to the medical 
societies in the several states and each was left free to 
choose (1) Blue Shield, (2) an insurance company, 
or (3) an administrative organization established and 
operated by the state medical society. A majority of 
states have chosen Blue Shield. 

The Defense Department task force, that is, the 
staff technicians who studied the problem, also decided 
and, I have reason to believe, first recommended that 
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Blue Cross should be designated nationally as the 
agency to administer the hospital portion of the pro- 
gram. Apparently this decision met with opposition 
from the insurance industry. Just why I do not know, 
because the insurance industry is not really geared for 
this kind of an operation which is purely a service 
function, involves absolutely no profit or addition to 
reserves, and can best be handled by a nonprofit agency 
like Blue Cross which has developed continuous and 
practical day-to-day working relationships with all 
community hospitals. The savings from Blue Cross 
contractual payment arrangements with member hospi- 
tals which will be lost to the government either wholly 
or in part by this split program are substantial. 

Nonetheless the pressures brought by the insur- 
ance industry were effective at top levels in the Ad- 
ministration or the Defense Department or both. Over 
objections of the American Hospital Association, its 
constituent state hospital associations and, I believe, 
many of the state osteopathic hospital associations, 
most of the states east of the Rocky Mountains and 
west of the Ohio (seventeen in all) have been assigned 
to insurance companies. Thirty-one states and three 
territories were assigned to Blue Cross. 

We in Blue Cross took no part in the debate on 
this question within the American Hospital Association 
or at the state level as this was and is an ethical and 
an economic question to be decided by the voluntary 
hospitals and only by them. I happen to be, at the 
moment, a trustee of the American Hospital Associa- 
tion. Although under some pressure from the hospital 
people to express a Blue Cross viewpoint, I refused to 
do so until the hospital representatives made their deci- 
sion. Similarly, I believe, other Blue Cross adminis- 
trators refused to take sides. 

The decision to assign only part of the states to 
Blue Cross immediately raised the question of whether 
hospitals should be paid on the basis of regular billings 
for care provided to servicemen’s dependents or the 
established Blue Cross formula method of payment 
used insofar as applicable. This question arose because 
in a state, Indiana or Illinois for example, assigned to 
an insurance company, the hospitals will receive their 
standard charges. In a neighboring state, Ohio or 
Michigan for example, should hospitals be asked or 
expected to accept less than regular billings simply 
because Blue Cross is administering the program ? 

The House of Delegates of the American Hospital 
Association, on the recommendation of its Board of 
Trustees, voted overwhelmingly to recommend to all 
member institutions that they should ask their Blue 
Cross Plans, if designated by the Department of De- 
fense, to administer the program on the regular Blue 
Cross payment basis. 

The American Hospital Association has no au- 
thority to bind a single one of its members to follow 
this recommendation, nor can any constituent state 
associations bind any of their members. These associa- 
tions can exert only the moral force of their relation- 
ship with their members to build up the strength of 
their own prepayment plans by doing this job for the 
government and for the people in the best way possible 
at the least possible cost. 

The decision to make the above recommendation 
was based on ethical grounds. It was made as a matter 
of principle. The hospitals believe that, in the public 
interest, the entire program rightfully belongs to Blue 
Cross, the hospitals’ own prepayment plan. They be- 
lieve the hospitals can do it better and cheaper through 
Blue Cross. They think this should be demonstrated 
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to the government by the hospitals and by Blue Cross. 
They think there is no better way to do this—no better 
way to show the government and the people—that the 
Blue Cross way is the best way to pay the nation’s hos- 
pital bills—than by giving the government all the ad- 
vantages of the Blue Cross-hospital partnership. 

Here then we have the picture of a great national 
association, representing some 6,000 member institu- 
tions, strongly recommending that the great majority 
of these member institutions, that is, all those located in 
the states to be served by Blue Cross, accept payment 
for government wards at Blue Cross rates, even though 
some other hospitals will receive greater payments for 
similar cases. In many if not most instances, Blue 
Cross rates are less than the rates that government will 
pay in those states allocated to the insurance industry 
which has no contractual relationship with hospitals. 

Up to now I have received unsolicited letters from 
the administrators of more than sixty hospitals in 
Michigan requesting Michigan Hospital Service to 
administer this program in Michigan and agreeing to 
accept the Blue Cross payment formula for such cases. 
Almost the first such letter came from a hospital which 
for some 2 years has been vigorously disputing one 
aspect of our Michigan payment formula. This I 
think tells a story of the kind of moral force which is 
behind the growth and success of Blue Cross. It illus- 
trates the ethical strength of the voluntary hospital 
system. 

This decision of whether or not to accept payment 
according to the Blue Cross formula is one which in 
the final analysis will be made by each community 
hospital. Neither the American Osteopathic Hospital 
Association nor the Michigan Osteopathic Hospital 
Association nor any other of your state associations can 
make the choice binding for a single osteopathic hospi- 
tal. Your associations may recommend, they may lead, 
but each hospital must decide for itself. I have no 
quarrel whatever with the hospital which chooses to 
require payment on a billings basis; it is its economic 
privilege. But the matter goes beyond economics, and, 
therefore, I have the deepest respect for all those hos- 
pital administrators and boards of trustees who look 
beyond the quick dollar to the community service prin- 
ciples which must be upheld and strengthened if Blue 
Cross is to grow even stronger in its service to the 
community and the voluntary hospital system of 
America. 


Conclusion 


The future must be more than electronically and 
economically exciting ; it must be ethically enriching as 
well. The economic future depends as much on a 
sharpening of moral sensibilities as it does upon a 
harnessing of radioactive energies. Promise of a better 
material life must be accompanied by promise of an 
ethically stronger community life. Blue Cross offers 
the individual as well as the community one of the 
nonatomic challenges of modern civilization, the chal- 
lenge to accept social. responsibility voluntarily and 
enthusiastically. 

Frederick Lewis Allen said in The Big Change: 
“The moral and intellectual strength of the United 
States is based in considerable degree upon private 
organizations which are as consecrated to the idea of 
public good as any governmental ones could be.” 

The future of Blue Cross is what the future of 
any democratic voluntary organization has ever been— 


a challenge to be better. 
441 E. Jefferson St. 
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Manager of Employee Services 
Ford Motor Company 
Detroit, Michigan 


7. THE FATE OF men and_ nations 
throughout history has been affected by considerations 
of health, it seems only natural to me that industry should 
concern itself with a question as broad and as impor- 
tant as health and health services. This industry has 
done, not merely in the operation of its plants, but in 
the broader context of health in relation to the economy 
and to society. 


Growth of industrial medicine 


While concern over industrial health dates back 
to antiquity, it was, for a good part of that time, re- 
stricted to an academic interest among the various rep- 
resentatives of the curative arts. It was not until the 
beginning of the present century that society and in- 
dustry began to feel and assume an increasing sense 
of responsibility for the health and well-being of their 
members. In 1908, for instance, the era of Workmen's 
Compensation legislation began ; this legislation had its 
effect upon the rapid development of industrial medi- 
cine in more recent years. Formal safety programs be- 
gan to appear, which were designed to prevent on-the- 
job accidents. Doctors were employed to care for those 
who were injured or became ill through their work. 

Still more recently, industrial management is com- 
ing to realize that the conservation of health—and the 
mental and physical well-being of the employee—are 
of great importance. Thus, industrial health programs 
now emphasize preventive services as well as remedial 
procedures. 

Industry today accepts the responsibility of pro- 
viding each employee with a healthy and safe work 
environment. As long as we are dealing with people 
and as long as work processes change, our efforts can 
never cease. 

An effective industrial health program is mutually 
beneficial to employee and employer. To the employee, 
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poor health means loss of wages, shorter periods of 
usefulness, and personal privations to him and his 
dependents. To the employer, employees who are sick, 
injured, and poorly placed mean lower production, loss 
of service, loss of efficiency, lower morale, and in- 
creased administrative and production costs. 


Accident prevention 


Our company spends millions of dollars each year 
to fulfill its share of responsibility for the safety of 
employees, but only a small part of this expenditure 
can be computed. For instance, the personal protec- 
tive clothing and équipment provided by the company, 
without cost to the employee, amounts to more than 
five million dollars a year. The direct cost of adminis- 
tering our safety program and paying safety person- 
nel totals another three-quarters of a million dollars. 

Spearheading this program is a staff that includes 
more than 100 safety engineers. These engineers are 
concerned with: (1) building safety into plant con- 
struction, machines, and tools; (2) developing speci- 
fications for protective clothing and equipment pro- 
vided by the company; (3) training new and older 
employees to work safely; (4) conducting continuous 
educational programs to promote safety consciousness 
and safety practices; (5) determining that employees, 
such as crane operators who are responsible for the 
safety of others, meet physical fitness as well as tech- 
nical requirements; and (6) maintaining day-to-day 
contact with plant operations to eliminate any unsafe 
conditions which may develop. 

As a result of these expenditures and efforts, our 
safety record has made our company a leader in the 
automotive field and kept it far above the average in 
industry. There can be no vacation from safety; it is 
a job that requires working every minute of every hour 
of every day of every year. Our continuing objective 
is to make, and keep, our plants the safest in industry. 

The safety practices of our company and of other 
safety-conscious industrial firms have had a decided 
influence on the downward trend in the frequency and 
seriousness of accidents. 

We all realize, of course, that industrial accidents 
are still far too costly in terms of human lives and 
suffering and in lost wages and production for com- 
placency. However, I do not want to give the impres- 
sion that the industrial employee is always handling 
dynamite. He isn’t. There are twice as many accidents 
and fatalities in homes as there are in industry. There 
are only one third the number of fatalities in industry 
as there are on our highways. 

Compared with the national industrial accident 
figures, and compared with figures for the automobile 
industry as a whole, Ford Motor Company’s record 
has been improving constantly. Since 1947, the fre- 
quency of disabling injuries in our plants has dropped 
from 10.30 to 1.58 per million hours worked, a reduc- 
tion of 85 per cent. That 1.58 figure compares favor- 
ably with a 1955 over-all automobile industry figure 
of 2.76 and with a 1955 figure for all industries of 
6.96. In the area of severity of injuries, we also com- 
pare favorably. The severity of disabling injuries at 
Ford has dropped from 837 days lost per million hours 
worked in 1947, to 247 days in 1955, a reduction of 
70 per cent. This figure of 247 compares with an 
automobile industry figure of 303 and an all-industries 
figure of 815 in 1955. At the end of the first 7 months 
of 1956, we had reduced those figures even further, to 
1.29 and 228, respectively. 
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Disease prevention 


In the field of industrial hygiene, the prevention 
of occupational disease lies chiefly within the control 
of the doctor, the industrial hygienist, the engineer, 
and the supervisor. The doctor studies the individual 
in relation to his environment to determine the cause 
of occupational illness. The industrial hygienist aids 
in the preservation of health through the recognition 
of environmental causes and sources of illness in in- 
dustry, and through the evaluation of measures for 
their control. The engineer designs and builds health 
controls into buildings, equipment, and processes. The 
supervisor maintains health through instruction and 
supervision of the employee. 

The industrial hygiene program is directly pre- 
ventive in nature and operates in three major fields. 

First, the industrial hygienist maintains close 
liaison with the design and planning engineer. In this 
way, the elimination and control of potential health 
hazards are considered fully in the original design. 
Such cooperation between the industrial hygienist and 
the planning engineer may make the original design 
less expensive and at the same time accomplish more 
from the point of view of the health program. 

Second, the industrial hygienist conducts complete 
surveys of all operations in a plant in order to quan- 
tify any potential source of disease. This includes 
evaluating all materials coming into the plant and 
recommending control procedures for those that are 
potentially dangerous. These studies also indicate the 
areas where additional controls are necessary. 

Third, the industrial hygienist makes specific 
studies of operations where potential health hazards 
may exist. Recurrent illnesses or medical complaints 
indicate the need for closer industrial hygiene scrutiny 
of certain job areas. 

These surveys and studies evaluate a number of 
environmental factors that may adversely affect the 
health of the employee, including: (1) temperature, 
noise, vibration, humidity, illumination, and ventila- 
tion; (2) dust, gases, mist, vapors, and fumes; (3) 
chemicals and other materials; and (4) housekeeping, 
sanitation, water supply, and atmospheric and stream 
pollution. 


Medical program 


The most important aspect of our health services 
is industrial medicine, both preventive and remedial. 
These services are often provided for smaller indus- 
trial operations entirely by community institutions and 
private practitioners. Larger industries, such as my 
own, maintain their own in-plant medical departments, 
staffed with doctors, nurses, and technicians. 

Although medical programs vary greatly among 
various industries, it is agreed that appropriate physi- 
cal surroundings in the plant medical facility, attentive 
medical personnel, and efficient medical services are 
needed to promote the confidence of employees and jol) 
applicants in any company. An applicant forms much 
of his first impression of a company during his place- 
ment examination. A sick or injured employee is also 
particularly impressionable when he visits a medical 
facility, and his feeling toward his company and com- 
munity health services is greatly influenced by the 
care he is given, as well as by the attitude of medical 
personnel. 

The development of a healthy, efficient work force 
is the primary objective of the industrial medical pro- 
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gram at our company. We all know the importance of 
health to the individuals but in addition, healthy and 
properly placed employees mean increased productivity, 
higher standards of quality, and improved personnel 
relations. Effectively planned and applied medical 
services substantially aid in the achievement of this 
objective. 

Thorough physical examinations and proper health 
maintenance are keys to industrial health. Examina- 
tions give both employee and medical personnel the 
information upon which to base their common efforts 
toward assuring the best possible health for the in- 
dividual. 

Thorough physical examinations of individuals 
serve to: (1) provide physical inventories which will 
facilitate proper placement and advancement of indi- 
viduals; (2) monitor and direct attention to the need 
for work environmental controls; (3) provide oppor- 
tunities to counsel the employee regarding his physical 
status and assist him in improving his health and per- 
sonal hygiene; (4) safeguard the health and safety of 
fellow employees; and (5) promote understanding 
between the employee and management of good in- 
dustrial health practices. 

Experience has clearly demonstrated that healthy 
individuals are more productive and are safer em- 
ployees. Confused or ill employees have poorer judg- 
ment and delayed reaction time to warnings. They 
frequently miscalculate distances as well as speed, re- 
sulting in decreased efficiency and accident proneness. 

When existing or potential nonoccupational dis- 
ease or disability is discovered through physical exam- 
inations, the employee is referred to his personal phy- 
sician for corrective procedures. The recognition and 
treatment of disease, as well as proper placement, will 
limit the number of employees who are disqualified for 
work because of health reasons. It is recognized, how- 
ever, that there are instances when employees, for their 
own protection or for the protection of fellow employ- 
ees, should not continue in active employment. 

The physical examination is vitally important, but 
it does not necessarily provide a complete determina- 
tion of physical and mental fitness. Neither is it the 
sole guide to selection and proper placement. The 
mental capacity of a man, his aptitudes, and his per- 
sonality are other factors to be considered by medical 
and placement people. It is also necessary to know the 
type of work to which the man is to be assigned, the 
possible health exposures that are involved, and _ the 
physical and mental demands that will be made upon 
him. 

Health education and counseling are directed 
toward convincing the employee that safe work habits 
and good health are determining factors upon which 
continuous earning capacity is founded. The program 
uses all applicable means of communication to inform 
and instruct the employee in measures he and his 
family may take to preserve and improve their health. 

Prompt and thorough medical and surgical care 
of all employees who suffer occupationally incurred 
illness or injury has been and will continue to be a 
major phase of the industrial medical program. The 
logical objective of this phase of the program is to re- 
duce any residual disability to a minimum and to re- 
store the health, as well as the earning power, of the 
individual as rapidly as possible. 

The importance of high standards of medical care 
cannot be overemphasized. From a humanitarian stand- 
point, our company has an obligation to provide the 
best medical care available in occupational cases. From 
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an economic standpoint, the employee, the company, 
and the community benefit when prompt and accurate 
diagnosis and adequate treatment are rendered. The 
extent to which medical and surgical care are admin- 
istered on company premises depends, to a large de- 
gree, upon the facilities available, and the particular 
training, competence, and judgment of the individual 
plant doctor. 

Treatment administered on company premises, in 
occupational cases, is usually comprehensive and broad 
enough in scope to care for the usual injuries expected 
in an industrial establishment, such as ordinary con- 
tusions and abrasions. It frequently includes suturing 
of lacerations, treatment of simple fractures and the 
removal of foreign bodies. Amputations, tenorrhaphies, 
treatment of compound fractures and major disloca- 
tions, removal of embedded foreign bodies from the 
eyes, and handling of other major conditions are 
normally referred to medical specialists with approp- 
riately equipped and staffed facilities. Generally, no 
major surgery is performed or general anesthesia ad- 
ministered on company premises. The services of rec- 
ognized agencies or institutions specializing in rehabili- 
tation are employed in cases which involve residual 
disability and where the employee will be benefited by 
such services. 

Only limited medical care and advice are provided 
employees for nonoccupational conditions. However, 
simple treatment is provided for minor ailments which 
interfere with the employee’s comfort or ability to 
complete his day’s duties and for the relief of which 
the family physician would not ordinarily be consulted. 
Emergency first aid treatment is, of course, provided 
for more serious nonoccupational conditions until the 
employee can be placed under the care of his family 
doctor. 


Industry and community health 


At this point, I should like to emphasize that in 
no way are we in competition with community medical 
activities. We are in the business of making fine cars 
and have neither the interest nor the desire to get into 
the medical and hospital business. 

Here are some interesting figures. On an average, 
one out of every fifteen employees visits the plant 
medical facility each day. The great preponderance of 
these visits is for minor nonoccupational reasons. Out 
of every ten patients seen, however, three are referred 
to their family physicians, to consultants, or to health 
agencies. This I feel, supports our belief that indus- 
trial medicine is an integral part of the total commu- 
nity health services and is supplementary to the serv- 
ices of the hospital, clinic, and family physician. 

Today, industry sponsors and supports, in vary- 
ing degrees, several insurance-type programs includ- 
ing Workmen’s Compensation; hospital, medical, and 
surgical insurance; accident and sickness insurance; 
and disability pensions. In our company, for example, 
over 90 per cent of our employees participate volun- 
tarily in group hospital and insurance programs. I am 
sure that you are well aware of the importance of 
these programs to the families covered, to the health 
agencies and doctors who provide the services, and to 
industry. They encourage early attention to health 
problems that might otherwise become serious and 
costly, and so they benefit the employee, the industry, 
the community, and local health facilities all at the 
same time. 

We as individuals all carry insurance in one form 
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or another, and we know that the only way to reduce 
insurance costs is by earning more favorable insurance 
ratings. This can, in part, be achieved through more 
effective preventive measures and through more effi- 
cient medical services, with the elimination of unnec- 
essary medical procedures, if such exist. 


Community relationships 


Industrial organizations today are recognized as 
citizens of the communities in which they operate and, 
as such, they have certain responsibilities to those 
communities. These companies demonstrate their good 
citizenship by supporting and participating in approp- 
riate community activities and by utilizing various 
community services. Among the most important fac- 
tors of good company-community relations is good 
health. Industrial health has a definite impact upon 
community health, which, in turn, is very important 
to industrial operations. Our company’s interest in com- 
munity health is expressed in a variety of familiar ways. 

We think industrial medicine is a real asset to 
the community where it is permitted to cooperate freely 
and wholeheartedly with local medical services. 

We feel that our medical personnel should be 
members in good standing of their professional organ- 
izations—local, state, and national—as well as mem- 
bers of other organizations whose activities are related 
to the curative arts and to industrial health. They 
should be encouraged to participate in the activities of 
these organizations. Medical personnel should develop 
and maintain good working relationships with hos- 
pitals, clinics, and other services, as well as with col- 
leagues in the curative arts. And we feel that our 
medical personnel should have knowledge of approp- 
riate community services which may be utilized to 
advance industrial health, improve working conditions, 
and promote better human relations. 

Good communication between the industrial medi- 
cal department and community health services is most 
important. I am sure that the family doctor can pro- 
vide better service in many cases if he has specific in- 
formation about the patient’s job, his medical history 


P THE SEVENTH AMERICAN CONGRESS on Maternal Care 
will hold a 5-day meeting at the Palmer House in Chi- 
cago, July 8-12, 1957. The meeting is under the auspices 
of the American Committee on Maternal Welfare, com- 
prised of representatives of more than thirty organiza- 
tions. Osteopathic physicians who have previously at- 
tended the Congress will recognize it as the renamed 
American Congress on Obstetrics and Gynecology. As in 
previous meetings, program emphasis will be on the 
practical side, on what can be done to improve service 
to the pregnant woman and her baby, not only as indi- 
viduals but as parts of a family living in a community 
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with the company, and the opinions and findings of 
the plant doctor. 


From our point of view, there is also a list of 
things we expect from community medical and hos- 
pital services. Foremost among them is good, efficient 
service. The best medical care is always the most 
economical in the long run. When we refer a patient 
to a local practitioner or hospital, we would like to 
have him cared for promptly and carefully. 

We also like to have our own doctors consulted 
concerning these patients and their treatment. Our 
doctors expect detailed reports covering original diag- 
nosis, treatment progress, prognosis, the evaluation of 
disability, and recommendations for employment upon 
disposition. We want our men and women to be able 
to collect their insurance benefits promptly and keep 
their financial loss to a minimum. We want them to 
return to work as soon as they are able—and certainly 
they want to return—with due consideration of their 
physical capabilities. We are concerned about their 
condition, and the length of their sick leave, and we 
want to see them protected fully. 

In brief, we expect community health services to 
give our employees the kind of treatment that any one 
of us wants for himself when he is ill. 

I do not want to leave the feeling that our only 
interest is in safety records and statistics. Our success 
as a corporation depends upon all of our employees 
and the way they feel about the company. Their sense 
of security and of belonging to a common effort are 
factors which must be satisfied. 

Our company renders and will continue to render 
employee services that go far beyond the letter of the 
law—far enough to suggest that we feel a genuine 
moral responsibility, in addition to a legal liability, for 
the well-being of our employees. Our safety and health 
service is One important way in which the company 
can express this responsibility in a tangible manner 
to all its employees. We think that is the real meaning 
of “industry’s stake in health services,” as it applies 
to us. 


The American Road 


—a recognition that there are social, emotional, and 
economic as well as medical factors involved. As in 
previous years, doctors of osteopathy are privileged to 
register and attend the Seventh Congress. For further 
information write directly to the American Committee 
on Maternal Welfare, 116 South Michigan Avenue, Chi- 
cago 3, Illinois. Osteopathic physicians planning to at- 
tend the A.O.A. Convention in Dallas, July 15-19, will 
be well rewarded for the effort involved in extending 
the time away from their offices enough to be able to 
attend this Seventh American Congress on Maternal 
Care. 
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New way to reach high C! 


New Gerber Strained Apple Juice has a guaranteed high vitamin-C value 
—40 mg. of crystalline ascorbic acid added per 100 ¢.c. Developed as a 
pleasant nutritional alternate to Gerber Strained Orange Juice, the new 
Apple Juice can be offered as a reliable source of vitamin C. It is excel- 
lent for the baby who has an intolerance to citrus fruit. 


Gerber. Strained Apple Juice 
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the logical 
combination for 


antibacterial 
what is it? 
therapy the phosphate complex of tetracycline 


and 
FOR INITIAL ANTIBIOTIC BLOOD LEVELS 


antifungal FASTER AND HIGHER THAN EVER BEFORE 
antifungal activity of Mycostatin 


FOR ADDED PROTECTION AGAINST 
MONILIAL SUPERINFECTION 


MYSTECLIN 


Squibb Tetracycline Phosphate Complex (Sumycin) + Nystatin (Mycostatin) 


prophylaxis 


why should you prescribe it? 


Because it provides highly effective 
broad spectrum antibiotic therapy for many 
common infections 


AND AT THE SAME TIME 
protects your patients against the monilial 


overgrowth so commonly observed during therapy 
with the usual broad spectrum antibiotics 


MYSTECLIN 


Squibb Tetracycline Phosphate Complex (Sumycin) + Nystatin (Mycostatin) 


Each capsule contains tetracycline phosphate complex equiva- 
lent to 250 mg. tetracycline hydrochloride and 250,000 units 
Mycostatin. 

Minimum adult dosage: 1 capsule q.i.d. Bottles of 16 and 100. 


Squibb Quality—the Priceless Ingredient 


*MYSTECLIN'®, ‘SUMYCIN’ AND ‘MYCOSTATIN’® ARE SQUIBB TRADEMARKS 
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Zoxazolamine* 


consistently effective 
in low back pain 


”“,..Of 90 patients with low back pain and other muscular conditions... 
67 (74 per cent) showed a good response....”” 


“...17 of...20 patients with post-traumatic muscle spasm of the low 
back had excellent or good responses.” 


“In acute and chronic recurrent low back syndrome, seven of eight 
patients showed visible objective improvement.’ 


Bibliography 


(1) Johnson, H. J., Jr.: To be published. (2) Wallace, $. L.: To be published. (3) Settel, E.: 
Am. Pract. & Digest Treat. 8:443, 1957. 


How Supplied 


Pink, Enteric Coated tablets (250 mg.), bottles of 36. 
Yellow, scored tablets (250 mg.), bottles of 50. 


*U.S. Patent Pending 


| Mc NEI L} Laboratories, Inc. 


Philadelphia 32, Pa. 11087 
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The 


Vacant 


FOR ALL COMMON OF DIARRHEA 


. . effective against both specific and nonspecific diarrheas 
... palatable oral suspension . . . well tolerated 


Sulfaguanidine .... 


opium tincture 0. 08 ce; 
rego! 


DOSAGE: Adults: Initially 1 or 2 tablespoonfuls from 4 to 6 times daily, 
or 1 or 2 teaspoonfuls after each loose bowel movement; reduce 
dosage as diarrhea subsides. 

Children: 2 teaspoonful (—2.5 cc.) per 15 Ib. of body weight 
every 4 hours day and night until 5 stools daily, then every 
8 hours for 3 days. 


Bottles of 16 fl. oz. 
EXEMPT NARCOTIC. AVAILABLE ON PRESCRIPTION ONLY. 
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4 = 
DEMULCENT, ANTI-INFECTIVE ANTIDIARRHEAL 
2 Gm. 
Pectin 225 mg. 
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* continuing prophyla 


For most effective and convenient therapy and continuing prophylaxis, use 
Desenex as follows: 

At NIGHT the Ointment (zincundecate)—1 oz. tubes and 1 |b. jars. 

During the DAY the Powder (zincundecate)—1'% oz. and 1 Ib. containers. 


After every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 
1 pt. bottles. Use only when skin is unbroken. 


In otomycosis Desenex solution or ointment 


Malte Write for free sample supply to Professional Service Department. x 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. 2 


EFFECTIVE TREATMENT 
AND PREVENTION O 


Diaper Rash 


@ PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION © 380 SECOND AVE., NEW YORK 10, WV. Y. 
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fast relief from itchiggy 
54 


when the 
lean years are 


slipping away 


When the male animal reaches the age 
where life is said to begin, he is beset 
by perplexing new problems... not the 
least of which is overweight. 


Unaccustomed as he is to counting calo- 
ries, it can be a trying matter for him... 
and his doctor. 


Fortunately for both of you, Instant 
Pet Nonfat Dry Milk can be a real help 
in diet management. Reconstituted and 


4 


used in place of whole milk for drink- 
ing, Instant Pet offers a delicious way to 
provide milk’s essential nutrients— 
with only 4a/f whole milk’s calories. 


Similarly, when used in cooking, it 
supplies all the protein, calcium and 
B-vitamins of whole milk with lower 
caloric intake. 


The cost of highly nourishing, low-cal- 
orie Instant Pet—only about 8¢ a quart. 


LARGE ECONOMY Size 


Instant PET NONFAT DRY MILK 
supplies essential milk nourishment with minimum 


caloric intake at minimum cost. 


MISSOURI 


PET MILK COMPANYe ARCADE BUILDING. ST. LOUIS 1, 
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24-hour control 


for the majority of diabetics 


GLOBIN INSULIN 


‘B.W. 


a clear solution...easy to measure accurately 


Discovered by Reiner, Searle, and Lang 
in The Wellcome Research Laboratories 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. Tuckahoe 7, New York 


VoL. 56, JuNE 1957 


: 
: 
‘ 4 
57 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


in your management of constipation 


when bowel motility is inadequate, prescribe 


peristaltic stimulant—stool softener, Mead Johnson 


Softens stools and stimulates peristalsis 


For synergistic effect, Peri-Colace combines Colace with a new 
peristaltic stimulant, Peristim (standardized preparation of 
anthraquinone derivatives from cascara sagrada). Because 
Colace softens stools, only a small amount of stimulant is 
needed. As a result, Peri-Colace acts gently—usually in 8 to 12 
hours. Side effects are minimal. 


THE COLACE PRODUCTS FAMILY FOR THE MANAGEMENT OF CONSTIPATION 
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when bowel motility is adequate, prescribe 


Colace 
Syrup 
Liquid (drops) 


diocty!l sodium sulfosuccinate, Mead Johnson 


Softens stools for easy passage 


By its surface-active properties, Colace increases the wetting 
efficiency of intestinal water and promotes the formation 
of oil-water emulsions. Keeps stools normally soft. Softens 
already hardened stools. But without laxative action, without 
adding bulk. 


PERI-COLACE CAPSULES + PERI-COLACE SYRUP - COLACE CAPSULES + COLACE SYRUP + COLACE LIQuIo 
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JUST REMINDER 


URALGAN 


VIDA 


ARYLGAN 
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SAFE AURALGESIC 
JAUD-SPECTRUM 
BAC 
AND NON-INFECTIOUS 
: 


The modern 
reaseless 


‘i 


When the problem is rheumatic or arthritic pain, Mrntt-Rus® brings 
comfortable relaxation the easy, greaseless way. This counter irritant 
heat is an excellent adjunct to systemic arthritic therapy. 


The week-end enthusiast who sporadically overworks his muscles 
needs help fast. Mintt-Rus brings deep, warming relief. 


For colds, Minit-Rus applied to the chest relieves soreness and 
congestion; inhaled it reduces stuffiness. 
On “footsore” days, a little Mrntt-Rus briskly applied to insteps 
and arches is bracing to tired feet. 


Bristol-Myers Co., 19 West 50 Street, New York 20, New York 
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LIVERY... 


.» WITH A SINGLE SWIFT CONTROL 


at the head end of the 
SHAMPAINE HAMPTON OBSTETRICAL TABLE 


The anesthetist quickly extends the leg section to labor 
position or retracts it for delivery . . . by turning the 


control located at the fingertips. 


Every feature of the Hampton table is designed for 
hospitals that demand the finest delivery room equipment. 


1920 SOUTH JEFFERSON ST. LOUIS 4, MISSOURI 


THE WORLD’S MOST COMPLETE LINE OF OBSTETRICAL TABLES 
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| FROM LABOR TO DE | 
~hampaine 


NYLMERATE 


the provett.. 


NYLMERATE JELLY . . . for vaginal dis- 
charges . . . WARRANTS your considered 
judgment. Offers PROVEN CONTROL 


© Effective Trichomonicidal and Monilicidal 
action 


© Symbiotic organisms eradicated by its 
bactericidal potency 


© Low surface tension allows for deep 
epithelial cell penetration 


© Restores vaginal flora to normal 
healthy biology 


© Simple to use .... morning and night 
applications, including treatment during 
menstrual period 


For that first prescription: “Nylmerate Jelly with applicator” 


Availability: 3 oz. and 5 oz. tubes with applicators — 3 oz. and 5 oz. refill tubes 


-NYLMERATE SOLUTION CONCEN- 
TRATE . . . (concomitant measure) 
- + + when vaginal douching is 


Acidic (4.1 pH dilution) 


Therapeutic (trichomicidal and bactericidal) 


Reaches innermost recesses via low 
surface tension 


‘Ideal as a prophylaxis measure 


Available only on prescription (eliminates 
possibility of excessive or unwarranted 
vaginal douching) - 


Available: In pint and 8 oz. 
bottles with measuring caps 


Economical 


Use . twice daily (2 to 2 
ater) prior to insertion of medication 


(Nylmerate: A brand of phenylmercuric acetate) 


Holland -Rantos Co., Inc. Manufacturers of KOROMEX Products, New York 13, N. Y. 
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seasonal allergies 
colds 


you can check excessive 
irritant secretions... 


and “unlock” the 
closed-up nose 


Orally with 
Novahistine’ 


In the management of seasonal allergies and the common 

cold, Novahistine works better than antihistamines alone. 

The distinct additive action of a vasoconstrictor with an anti- 
histaminic drug combats allergic reactions more efficiently . . . 
provides marked nasal decongestion and inhibits excessive irri- 
tant secretions. Novahistine eliminates patient misuse of nose 
drops, sprays and inhalants. . . avoids the risk of rebound conges- 
tion. Novahistine will not cause jitters or insomnia. 


Each Novahistine Tablet or teaspoonful of Elixir provides 5.0 mg. of 

phenylephrine HCl and 12.5 mg. of prophenpyridamine maleate. For 
patients who need greater vasoconstriction, Novahistine Fortis Capsules and 
Novahistine with APC Capsules contain twice the amount of phenylephrine. 


Pitman=-Moore Com Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 
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Serving both physician 
and patient 


; 


Equipment that helps your operations has 
valuable side effects. The physicians and nurses are 
aided in their work, and the patient carries away 
the report of the best possible treatment. 


GOMCO equipment, like the special No. 927 
Suction-Ether Unit used above, is assisting the staffs 
of hospitals everywhere in this work. This attractive 
cabinet unit is explosion-proof, quiet and versatile. 
It furnishes smoothly regulated ether flow, oral 

or abdominal suction. It is convenient and 
dependable — with none of the disadvantages 

of central systems, such as long supply lines 

on the floor or fluctuating amounts of vacuum. 


There is a GOMCO Suction-Ether Unit, Suction 

Unit, Aspirating Pump, Thermotic Drainage Unit, 
Tidal Irrigator or Thoracic Pump to be your good right 
hand when and where you need it! Ask your dealer! 


| GOMCO SURGICAL MANUFACTURING CORP. 


830-M E. Ferry Street, Buffalo 11, N. Y. 
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GOMCO Explosion-Proof 
No. 927 Suction and Ether 
Cabinet with Aerovent 


overflow protection. 
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Quatity / RESEARCH 


Abates pain and itch, protects against sun's rays 


LOTION 


SURFADIL 


Formulated to insure patient acceptance 


Lotion ‘Surfadil’ combines the highly effective topical anes- 
thetic, ‘Surfacaine’ (Cyclomethycaine, Lilly); an antihistamine, 
Lotion ‘Surfadit’ is available and the protective 
in on attractive plastic con- ent, titanium dioxide. It provides prompt and prolonged relief 
tainer (75 cc.) at retail phar- from contact dermatitis caused by poison ivy, oak, or sumac. It 
macies everywhere. Alsosup- is also valuable for eczema, insect bites, heat rash, and sunburn. 


plied in 1-pint bottles and as 
acream in 1-ouncetubesand Lotion ‘Surfadil’ is skin tone in color and virtually odorless; 


1 and 5-pound jars. does not readily rub off but washes off easily. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


761007 
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Conventions and 


meetings 
Announcements 


American Osteopathic Associa- 
tion, Sixty-First Annual Conven- 
tion, Hotels Adolphus, Baker, and 
Statler, Dallas, Tex., July 15-19. 
Program Chairman, Neil R. Kitch- 
en, 18820 Woodward Ave., Detroit. 


Academy of Applied Osteopathy, annual 
meeting, Hotel Baker, Dallas, Tex., 
July 19-20. Program Chairman, Mar- 
garet H. Raffa, 5009 Central Ave., 
Tampa 3, Fla. Secretary, Margaret W. 
Barnes, P. O. Box 1345, Carmel, Calif. 


American College of General Practition- 
ers in Osteopathic Medicine and Sur- 
gery, midyear clinical conference, No- 
vember 8-10, Sheraton-Cadillac Hotel, 
Detroit. Program Chairman, W. Clem- 
ens Andreen, 1475 Ford Ave., Wyan- 
dotte, Mich. Secretary, Alfred J. 
Schramm, 5880 San Vicente Blvd., Los 
Angeles. 


American College of Neuropsychiatrists, 
annual meeting, July 12-13, Hotel 
Baker, Dallas, Tex. Secretary, Don C. 
Littlefield, 4320 Atlantic Ave., Long 
Beach 7, Calif. 


American College of Osteopathic Intern- 
ists, annual meeting, Hotel del Coro- 
nado, Coronado, Calif., September 26- 
28. Program Chairman, Delmar Dan- 
iel, 400 N. Glenoaks Blvd., Burbank, 
Calif. Secretary, Glennard E. Lahrson, 
460 Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Pedia- 
tricians, annual meeting, Hotel Statler, 
Dallas, Tex., July 12-14. Secretary, 
Harold H. Finkel, 248 W. Main St., 
Ephrata, Pa. 


American College of Osteopathic Sur- 
geons, annual meeting, Sheraton-Jeffer- 
son Hotel, St. Louis, October 27-31. 
Program Chairman, Don E. Ranney, 
793 N. Renaud, Grosse Pointe Woods 
36, Mich., Executive Assistant, Mrs. 
E. F. Martin, Box 474, Coral Gables 
34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 27- 
31. Secretary, J. Paul Leonard, 2673 
W. Grand Blvd., Detroit 8. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 27- 
31. Program Chairman, Lawrence Ev- 
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3k CaLMiTov? is the non-sensitizing antipruritic ointment supplied in 114-0z. tubes and 
1-lb. jars, and (liquid) 2-0z. bottles by THos. LeeminG & Co., INc., New York 17. 


erett Giffen, 209 Monroe St., Jefferson 
City, Mo. Secretary, Crawford M. 
Esterline, Box 155, Kirksville, Mo. 


American Osteopathic College of Path- 
ologists, annual meeting, Hotel Baker, 
Dallas, Tex., July 15-16. Secretary, 
Arthur L. Wickens, Mt. Clemens Gen- 
eral Hospital, Macomb at North, Mt. 
Clemens, Mich. 


American Osteopathic College of Radiol- 
ogy, annual meeting, Sheraton-Jeffer- 
son Hotel, St. Louis, October 27-31. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 118 S. Wil- 
liam St., South Bend 2, Ind. 


American Osteopathic Hospital Associa- 
tion, annual meeting, Sheraton-Jeffer- 


son Hotel, St. Louis, October 26-30. 
Program Chairman, Mr. Heber Grant, 
466 E. Olive Ave., Burbank, Calif. Ex- 
ecutive Secretary, Mr. R. P. Chapman, 
604 Kahl Bldg., 326 W. Third St. 
Davenport, Iowa. 


Association of Osteopathic Publications, 
annual meeting, Hotel Statler, Dallas, 
Tex., July 13. Program Chairman, Mr. 
Irving J. Tecker, 1007 Pinebrook Rd., 
Haddonfield, N.J. Secretary, Miss Jo- 
sephine Seyl, 212 E. Ohio, Chicago 11. 


Auxiliary to the American Osteopathic 
Association, annual meeting, Hotels 
Baker, Adolphus, and Statler, Dallas, 
Tex., July 15-19. Program Chairman, 
Mrs. Charles C. Dieudonne, 1721 Griffin 
Ave., Los Angeles 31. Secretary, Mrs. 
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WHILE YOU WERE out 
10: Dr. Norton TIME: 9:10 

70 YOU TO SEE YOU 

: MESSAGE: Mrs- Amadeo phoned that the 

: prescription actually seems tO irritate 

her Little poy's ivy poisoning. He may 

be sensitive to the local anesthetic, 

so L played it safe and suggested she 

use Calmitol until you returned. 


unique 


BIVAM 


dimensional 


nutritional TABLETS 


protectant 


exclusive, 
water-soluble, 
citrus bieflavonoid 


bioflavonoids 
vitamins 
minerals 


Richard O. Brennan, 1115 W. Alabama 
St., Houston 6, Tex. 


Colorado, Rocky Mountain Osteopathic 
Conference, Broadmoor Hotel, Colo- 
trado Springs, November 15-17. Secre- 
tary, C. Robert Starks, 1459 Ogden St., 
Denver. 


Florida, annual meeting, Hotel George 
Washington, Jacksonville, September 
30-October 2. Program Chairman, 
Louis J. Larmoyeux, 124 E. Ashley St., 
Jacksonville 2. Secretary, Dominic 
Raffa, 5009 Central Ave., Tampa 3. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, October 16-17. Program 
Chairman, Paul E. Dunbar, 2505 Cher- 
okee Highlands, Paducah. Secretary, 
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Martha Garnett, 2829 Brownsboro 


Road, Louisville 6. 


Louisiana, annual meeting, Buena Vista 
Hotel, Biloxi, Miss., October 24-26. 
Program Chairman, Melbert R. Hig- 
gins, Box 286, S.L.I., Lafayette. Secre- 
tary, V. L. Wharton, 406-407 Weber 
Bldg., Lake Charles. 


Maine, annual meeting, Samoset Hotel, 
Rockland, June 27-28. Professional Ed- 
ucation Chairman, Donald P. Miller, 
Main St., Norridgewock. Secretary, 
Roswell P. Bates, 72 Main St., Orono. 


Massachusetts, annual meeting, Somerset 
Hotel, Boston, January 18-19, 1958. 
Secretary, Robert R. Brown, 64 Tra- 
pelo Rd., Belmont 78. 


Michigan, annual meeting, Pantlind Ho- 
tel, Grand Rapids, September 30-Octo- 
ber 2. Program Chairman, John E. 
Leech, 1149 Iroquois Dr., S.E., Grand 
Rapids 6. Secretary, P. Ralph More- 
house, 214 S. Superior St., Albion. 


Missouri, annual meeting, Muehlebach 
Hotel, Kansas City, September 11-13. 
Program Chairman, Howard E. Gross, 
1102 E. Normal Ave., Kirksville. Sec- 
retary, Mr. Paul D. Adams, 325 E. 
McCarty St., Jefferson City. 


New York, annual meeting, Hotel Stat- 
ler, New York City, October 11-12. 
Program Chairman, William O. Kings- 
bury, 60 E. 42nd St., New York 17. 
Secretary, C. Fred Peckham, 27 W. 
Bridge St., Oswego. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 24-26. 
Program Chairman, S. Dales Foster, 
710 Public Service Bldg., Asheville. 


Northwest Osteopathic Convention, Mult- 
nomah Hotel, Portland, Oregon, June 
17-20. Program Chairman, Russell F. 
Kenaga, 2265 W. Burnside St., Port- 
land 5, Oregon. Secretary, Washington, 
Mrs. Dorcas L. Sizer, 1747 S. Sheridan 
Ave., Tacoma 5. Secretary, Oregon, 
David E. Reid, Box 372, Lebanon. 


Oklahoma, annual meeting, Hotel Tulsa, 
Tulsa, November 5-7. Program Chair- 
man, Ray H. Thompson, 409 W. Cana- 
dian St., Vinita. Secretary, G. R. 
Thomas, 2029 N. Walker, Oklahoma 
City 18. 


Oregon: See Northwestern Osteopathic 
Convention. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Statler-Hilton Hotel, Dallas, Texas, 
September 23-25. Executive Secretary, 
Clifford E. Foster, 1388 Gladys Ave., 
Lakewood 7, Ohio. 


Pennsylvania annual meeting, Chalfonte- 
Haddon Hall Hotels, Atlantic City, 
New Jersey, September 12-14. Pro- 
gram Chairman, Robert Friedman, 1201 
Walnut St., Allentown. Executive Sec- 
retary, Mr. George W. Thomas, 1941 
Market St., Harrisburg. 


Rocky Mountain: See Colorado. 


Vermont, annual meeting, Woodstock 
Inn, Woodstock, September 24-26. Pro- 
gram Chairman, Thomas P. Dunleavy, 
162 N. Main St., Barre. Secretary, 
Howard L. Slocum, Battell Block, Mid- 
dlebury. 


Virginia, annual meeting, Williamsburg 
Lodge, Williamsburg, May 24. Pro- 
gram Chairman, Felix D. Swope, 609 
Farragut Medical Bldg., Washington 6, 
D.C. Refresher course, Charlottesville, 
October 12-13. Secretary, John A. Ci- 
fala, 2778 N. Washington Blvd., Ar- 
lington. 


Washington: See Northwest Osteopathic 
Convention. 
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multiple vitamins 
minerals 
; 
(cobalamin concentrate)... .. 3mcg. 
(dl, alpha tocoph etate) 1 


Western States Osteopathic Society of 
Proctology, annual meeting, Riviera 
Hotel, Las Vegas, Nevada, October 7- 
9. Program Chairman, Marcus S. Ger- 
lach, 2015 State St., Santa Barbara, 
California. Secretary, Earle F. Wa- 
ters, 925 E. South Temple St., Salt 
Lake City 2, Utah. 


State and 


national boards 


ALABAMA 
Examinations June 25-27. Address D. 
G. Gill, M.D., secretary, Board of Medi- 
cal Examiners, State Office Bldg., Mont- 
gomery 4. 


ARIZONA 
Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 East McDowell 
Road, Phoenix. 


Basic science examinations June 18 at 
the University of Arizona, Tucson. Ap- 
plications must be filed 2 weeks prior to 
examinations. 
Ph.D., secretary, Basic Science Board, 
University of Arizona, Tucson. 


COLORADO 
Basic science examinations September 
4-5 at Y.M.C.A. Building, Denver. Ap- 
plications must be filed by August 21. 
Address Esther B. Starks, D.O., secretary, 
Basic Science Board, 1459 Ogden St., 
Denver 18. 


CONNECTICUT 
Examinations July 9-10. Applications 
must be filed by June 25. Address Frank 
Poglitsch, D.O., secretary, Osteopathic 
Examining Board, 300 Main St., New 
Britain. 


DELAWARE 
Examinations July 9-11. Address Jo- 
seph S. McDaniel, M.D., secretary, Board 
of Medical Examiners, 229 S. State St., 
Dover. 


GEORGIA 
Examinations July 2 at Atlanta. Ad- 
dress Hoyt B. Trimble, D.O., secretary, 
Beard of Osteopathic Examiners, 321 
Mortgage Guarantee Bldg., Atlanta 3. 


HAWAII 
Examination dates by Territorial Law 
are usually the first Wednesday, Thurs- 
day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of the 
candidate’s application by the Board. Ad- 
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because fatigue is a thief that secretly 
steals the capacity and appetite for living. It 
leaves lassitude and exhaustion. Often despair. 
Fatigue wears a flaccid mask. Strip it away 
and you may find hunger. If organic disease is 
absent, but strength is diluted and vitality 
dimmed in spite of presumed dietary intake, 
look for protein starvation. It may stand behind 
the quiet thief, fatigue. 
Whatever the cause of the deficiency—restor- 
ation of normal protein balance is vital. 


Oe 


© 


120 tablets—list price $4.00 
360 tablets—list price $10.00 


Aminotrate 


End product of protein metabolism is vital amino acids. : r 


Address H. D. Rhodes, © 


from Dartell Laboratories, a new 
concept in nutritional biochemistry: 


AminotraTe provides Dartrate Concentrate, the 
natural organic food that supplies vitamins and 
trace minerals: Potentiators to help the body take 
full advantage of proteins in normal food intake. 
Synergists that complement the proteins for max- 
imum benefit. Plus other natural food factors 
important for efficient protein metabolism. 

AmutnoTraTE tablets bear the label of Dartell 
Laboratories, your guarantee of uncompromising 
quality, reliability and integrity. 

For the complete story on AMINOTRATE and 
efficient protein metabolism, write for brochure. 


Dartell Laboratories 
Manufacturing Biochemists 


Los Angeles 15, California. Offices in Principal Cities 


: Eight tablets p 
: approximate amounts of: 
AMINO ACIDS 

+ Arginine 

> Aspartic Acid 

Cystine 

: Glutamic Acid 

: Glycine 

: Histidine .. 

: Isoleucine . 

+ Leucine ... 

Lysine 

Methionine 

: Phenylalanine 

Threonine 

: Tryptophane 

: Valine 


+ as present in HYDROLIZED CASEIN — 
: HYDROLIZED YEAST — PROTEINS with 
+ Vitamin B-1 

: Vitamin B-2 


ide the foll 


: Vitamin B-6 

: Choline 

: Vitamin B-12 icgm. 
: Organic lodine ............... 0.025 mg. 
Pepsin, N.F. 32 mg. 


DARTRATE CONCENTRATE 259 mg. 


dress Frank O. Gladding, D.O., secre- 
tary, Board of Osteopathic Examiners, 
504 Kauikeolani Bldg., Honolulu 13. 


ILLINOIS 
Examinations June 17-20 in Chicago. 
Address Mr. Frederic B. Selcke, Super- 
intendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations July 9 at 
the State House, Des Moines. Address 
Ben H. Peterson, Ph.D., secretary, Board 
of Basic Science Examiners, Coe College, 
Cedar Rapids. 


KANSAS 
Examinations June 27-29 at the Hotel 


Jayhawk, Topeka. Applications must be 
filed by June 17. Address C. A. Welker, 
D.O., secretary, Board of Osteopathic 
Examination and Registration. J. C. Pen- 
ney Bldg., Concordia. 


MARYLAND 
Examinations in June. Address Chris- 
topher L. Ginn, D.O., secretary, Board of 
Osteopathic Examiners, 419 Charles St., 
Baltimore 1. 


MASSACHUSETTS 
Examinations July 9. Address Robert 
C. Cochrane, M.D., secretary, Board of 
Registration in Medicine, Room 37, State 
House, Boston. 


MONTANA 
Examinations September 3. Address 
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how 


DESITIN 


hemorrhoidal 


SUPPOSITORIES 


with cod liver oil 


assure such 
GRATIFYING 
SUSTAINED 


COMFORT 
for your 


PROCTOLOGIC 
PATIENTS 


WHY NOT 
WRITE FOR 
SAMPLES 


DESITIN 
SUPPOSITORIES 


soothe 

protect 

lubricate 

ease pain 

relieve itching 
decongest 

ald healing 


(by means of Norwegian cod liver oil, rich in 
vitamins A & D and unsaturated fatty acids) 


Contain no styptics, local anesthetics, or narcotics 
and therefore do not mask serious recta] disease. 
In boxes of 12. 


DESITIN CHEMICAL COMPANY 
|| 812 Branch Ave., Providence 4, R. I. 


Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma Bldg., 
Missoula. 


NEVADA 
Basic science examinations July 2. Ad- 
dress Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW HAMPSHIRE 
Examinations September 11-12 at Con- 
cord. Address John S. Wheeler, M.D., 
secretary, Board of Registration in Medi- 

cine, State House, Concord. 


NEW JERSEY 
Examinations on June 18. Address 
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Patrick H. Corrigan, M.D., acting secre- 
tary, Board of Medical Examiners, 28 
W. State St., Trenton. 


NEW MEXICO 
Basic science examinations July 21. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NORTH CAROLINA 
Examinations July 1 at Raleigh. Ap- 
plications must be filed by June 20. Ad- 
dress F. R. Heine, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, 108 Kensington Rd., Greensboro. 


OREGON 
Examinations July 12, 13 in Portland. 


Address Mr. Howard J. Bobbitt, execu- 
tive secretary, Board of Medical Exami- 
ners, 609 Failing Bldg., Portland. 


RHODE ISLAND 
Basic science examinations August 28. 
Applications must be filed 21 days in ad- 
vance. Address Mr. Casey. 


SOUTH CAROLINA 
Examinations June 18 in Columbia. 
Address Ernest A. Johnson, D.O., secre- 
tary-treasurer, State Board of Osteo- 
pathic Examiners, Box 525, Summerville. 


SOUTH DAKOTA 
Professional examinations July 16-17 
at Rapid City. Examinations must be filed 
by July 1. Address Mr. John C. Foster, 
Executive Secretary, Board of Medical 
and Osteopathic Examiners, 300 First 
National Bank Bldg., Sioux Falls. 


TENNESSEE 

Professional examinations August 8 at 
the Hermitage Hotel, Nashville. Applica- 
tions must be filed by July 15. Address 
M. E. Coy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 
son. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
Secretary, Board of Basic Science Ex- 
aminers, 874 Union Avenue, Memphis 3. 


VERMONT 
Examinations in June. Address Charles 
D. Beale, D.O., secretary, Board of Os- 
teopathic Examination and Registration, 
Mead Building, Rutland. 


WASHINGTON 
Professional examinations July 15-17 
at the School of Medicine, University of 
Washington in Seattle. Applications must 
be filed by July 1. Address Mr. Edward 
C. Dohm, secretary, Professional Divi- 
sion, Department of Licensure, Olympia. 
Basic science examinations July 10-11 
at the School of Medicine, University of 
Washington in Seattle. Applications must 
be filed by July 1: Address Mr. Dohm. 


WISCONSIN 

Professional examinations July 9-10 in 
Milwaukee. Address E. C. Murphy, D.O., 
Board of Medical Examiners, 438 Gilbert 
Ave., Eau Claire. 

Basic Science examinations Friday, 
September 20, at the Hotel Loraine, 
Madison. Applications must be filed by 
September 12. Address Mr. W. H. Bar- 
ber, secretary, Board of Examiners in the 
Basic Sciences, Ripon College, Ripon. 


Reregistration 
of osteopathic licenses 


July 1—Idaho, $10. Address Margaret 
Gilbert, Director, Bureau of Occupa- 
tional Licenses, Room 354, State House, 
Boise. 
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July 1—Kansas, $10. Address C. A. 
Welker, D.O., secretary, Board of Osteo- 
pathic Examination and Registration, J. 
C. Penney Bldg., Concordia. 


July 1—Michigan, $5. Address P. 
Ralph Morehouse, D.O., assistant secre- 
tary, Board of Osteopathic Registration 
and Examination, 214 S. Superior St., 
Albion. 


July 1—North Dakota, $3. Address G. 
L. Hamilton, D.O., secretary, Board of 
Osteopathic Examiners, Ringo Bldg., 119 
S. Main St., Minot. : 


July 1—Oklahoma, $2. Address G. R. 
Thomas, D.O., secretary, Board of Oste- 
opathy, 1100 N.W. 36th St., Oklahoma 
City 18. 


July 1—West Virginia, $2. Address 
Theodore Sharpe, D.O., acting secretary, 
Board of Osteopathy, 212 W. Burke St., 
Martinsburg. 


July 1, with 60 days following—Indi- 
ana, $5 residents, $10 non-residents. Ad- 
dress, Miss Ruth V. Kirk, executive sec- 
retary, Board of Medical Registration 
and Examination, 538 Knights of Pythias 
Bldg., Indianapolis 4. 


September 1—Ohio, $2. Address H. M. 
Platter, M.D., secretary, State Medical 
Board, 21 W. Broad St., Columbus. 


During September—Nebraska, $2. Ad- 
dress Mr. Husted K. Watson, director, 
Bureau of Examining Boards, Depart- 
ment of Health, Lincoln 9. 


Examination 


by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 

.- surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence; 

osteopathic principles, therapeutics, in- 

cluding pharmacology and materia medica. 
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Donnagesic’ 
Extentabs* 


extended action tablets of CODEINE with DONNATAL® 


O.. DONNAGESIC Extentab gives 10 to 12 hours of steady, high- 
level codeine analgesia. Rebuilding of effective analgesia with repeated 
doses is avoided. Patient comfort is continuous. 

There is more pain relief in DONNAGESIC Extentabs than in codeine 
alone — codeine analgesia is potentiated by the phenobarbital present. 
Phenobarbital diminishes anxiety, lowering patient’s reactivity to pain. 
DONNAGESIC is safer, too, for codeine side effects are minimized by the 
peripheral action of the belladonna alkaloids. 


Extended action — The intensity of DONNAGESIC No. 1 (pink) DONNAGESIC No, 2 (red) 
effects smoothly sustained all-day CODEINE Phosphate. . .48.6 mg. (34 gr.).. .97.2 mg. (142 gr.) 


or all-night by each DONNAGESIC 

Extentab is equivalent to, or greater Hyoscyamine Sulfate....... 0.3111 mg...... + ++ 0.3111 mg. 

than, the maximum which would be Atropine Sulfate ..........0.0582 mg..........0.0582 mg. 

provided by q. 4h. administration of Hyoscine Hydrobromide..... 0.0195 mg......... .0.0195 mg. 
Phenobarbital .......48.6 mg. (% gr.)....48.6 mg. (% gr.) 


A. H. ROBINS CO., INC., RICHMOND, VIRGINIA 


REG. U.S. PAT. OFF., PAT. APPLIED FOR. 


Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 
1 year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually at the Philadelphia, Kirksville, 


and Los Angeles colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2. 
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Formula 


It is important, when inducing normal bowel function, to 
supply a non-irritating bulk to the colon, especially in those 
cases in which it has been necessary to eliminate from 

the diet the high roughage foods containing 


irritating bulk (lignin and cellulose). 


It has been shown! that the colon resumes a more normal 
peristaltic pattern? when it is supplied with a stool of medium 
soft consistency of sufficient bulk*, especially if the 
indigestible portion of that bulk consists 


primarily of hemicellulose‘. 


L. A. FORMULA is a vegetable concentrate of naturally 
occurring hemicelluloses. It is derived from blond psyllium 
seed by our special Ultra-Pulverization Process and 
simultaneously dispersed in lactose and dextrose. 

It provides just the moist, smooth, effective’ bulk so 


essential to normal peristalsis. 


Furthermore, L. A. FORMULA is undetectable in fruit 
juice and milk, pleasant tasting in water, and available 

in 7 and 14 ounce containers at significantly lower cost- 
to-patient prices. That’s why we say L. A. FORMULA 


0 


. Adler, H. F., Atkinson, A. J., & Ivy, A. 


Formula: 50% plantage ovata coating dispersed in lactose and dextrose. 


Made ty BURTON, PARSONS & COMPANY Gince 
Ouginalors of Bine Hydeophilee Colloid 
WASHINGTON 9, D.C. 


Dolkart, R. E., Dentler, M., & Barrow, L. L., Illinois M. J., 90:286, 1946 

C., Am. J. Digest. Dis., 8:197, 1941 
« Wozasek, O., & Steigman, F., Am. J. Digest. Dis., 9:423, 1942 

. Williams, R. D. & Olmsted, W. H., Ann. Int. Med., 10:717. 1936 

. Cass, L. J. & Wolf, L. P., Gastroenterology, 20:149, 1952 


Specialty 


board examinations 


ANESTHESIOLOGY 
Examination October 26, 9:00 am., 
Sheraton-Jefferson Hotel, St. Louis. Ad- 
dress Crawford M. Esterline, D.O., sec- 
retary, American Osteopathic Board of 
Anesthesiology, P.O. Box 155, Kirksville, 
Mo. 


INTERNAL MEDICINE 
Written and oral examinations Septem- 
ber 22-23 at the Hotel del Coronado, 
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Coronado, Calif. Applications must be 
filed before April 1. Address Glennard E. 
Lahrson, D.O., secretary-treasurer, Amer- 
ican Osteopathic Board of Internal Medi- 
cine, 460 Staten Ave., Oakland 10, Calif. 


NEUROLOGY AND PSYCHIATRY 
Oral examinations in November, writ- 
ten tests in February, and clinical exami- 
nations in May or June. Applications 
must be filed no later than October 1. 
Address Thomas J. Meyers, D.O., secre- 
tary-treasurer, American Osteopathic 
Board of Neurology and Psychiatry, 234 

East Colorado St., Pasadena 1, Calif. 


PATHOLOGY 
Examination July 12, 9:00 a.m., Dallas 
Osteopathic Hospital, Dallas, Tex. Ad- 


dress Norman W. Arends, D.O., secre- 
tary, American Osteopathic Board of 
Pathology, 13119 Sherwood Drive, Hunt- 
ington Woods, Mich. 


PEDIATRICS 
Examinations July 9-12 in Dallas, Tex. 
Address Evangeline N. Percival, D.O., 
secretary, American Osteopathic Board 
of Pediatrics, 1721 Griffin Ave., Los An- 
geles 31. 


PHYSICAL MEDICINE AND 
REHABILITATION 


Examinations July 12-13 in Dallas, 
Tex. Address Robert C. Reunitz, D.O., 
secretary-treasurer, American Osteopathic 
Board of Physical Medicine and Rehabil- 
itation, 3122 W. Vernon Ave., Los An- 
geles 8. 


PROCTOLOGY 
Examination July 13 in Dallas, Tex. 
Address Carlton M. Noll, D.O., secre- 
tary, American Osteopathic Board of 
Proctology, Box 47, Evergreen, Colo. 


RADIOLOGY 
Examinations October 25-26 in St. 
Louis. Address D. W. Hendrickson, D.O.., 
secretary, American Osteopathic Board 
of Radiology, 3429 East Douglas Ave., 
Wichita 8, Kans. 


SURGERY 

Examinations October 26-27 in St. 
Louis. Applications for examination in 
specialty fields of surgery, gynecological 
surgery, neurosurgery, orthopedic sur- 
gery, peripheral vascular surgery, plastic 
surgery, urological surgery must be re- 
ceived prior to April 1. Address Mrs. E. 
F. Martin, corresponding secretary, Amer- 
ican Osteopathic Board of Surgery, P.O. 
Box 474, Coral Gables, Fla. 


Occupational 
health 
on farms* 


Henry N. Doylet 


Health agencies have many as yet un- 
discharged responsibilities toward rural 
Americans. To comprehend the responsi- 
bilities of official agencies for occupation- 
al health on farms, it is useful to grasp 
the extent of industrialization of Ameri- 
can agriculture. 


The population of the United States in 
1910 was 92 million. Today, it is 166 
million, an increase of 80 percent. In 
1910 there were 322 million acres of crop- 


om from Public Health Reports, Feb. 

tMr._Doyle is assistant chief of the Occupa- 
tional Health Program, Public Health Service. 
His paper is based on a talk delivered to the 
American Conference of Governmental Indus- 
trial Hygienists, Philadelphia, April 21-24 1956. 
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land, an increase of only 9 percent. Yet, 
this acreage produces more than enough 
food for our expanded population. It is 
estimated that 310 million acres will sup- 
ply our 1960 population, thanks to the 
increase in productivity per acre. Im- 
proved soil management, such as erosion 
control and the use of fertilizers and 
other agricultural chemicals, including 
pesticides and weedkillers, have contribut- 
ed part of this gain. Power machinery 
has increased the farmer’s capacity to 
plow, sow, harvest, and manage livestock. 
Furthermore, market crops now grow on 
about 75 million acres formerly used to 
grow feed for the horses and mules 
which have been replaced by power ma- 
chines. 

Mechanization has made it possible for 
jarms to produce more than enough for 
our present needs through the efforts of 
only 6,500,000 farm workers, or 11 per- 
cent of our working population, whereas 
in 1910, 11,600,000, or 31 percent, were 
employed in agriculture. 

The number of American farms in 
1954 was 5,425,000, as compared with 
about 6,600,000 in 1910. More important, 
half of our present farms produce nine- 
tenths of the crops. This concentration 
offers a striking parallel to many indus- 
tries in whieh a small number of large 
companies account for a high percentage 
of the total production. 

Even as large manufacturing concerns 
tend with large-scale operations, to em- 
ploy the latest advances in mechanization, 
so, and frequently to a greater degree, 
large farms tend to employ mechanical 
equipment. The capital investment asso- 
ciated with many of the new mechanical 
farm devices often runs to a sum which 
is not economical for a_ single-family 
farm. 

Some idea of how mechanization has 
progressed in farming may be obtained 
from United States Department of Agri- 
culture statistics which reveal that be- 
tween 1941 and 1952 the number of trac- 
tors increased from 1.7 million to 4.4 
million (159 percent), the number of 
grain combines from 225,000 to 940,000 
(318 percent), and the number of me- 
chanical cornpickers from 120,000 to 635,- 
000 (429 percent). The increase of total 
power on American farms during that 
period exceeded 70 percent. Farm output 
per man now has approximately doubled 
in the 15 years since Pearl Harbor. 

Agricultural changes during the past 
generation, therefore, have come to create 
new working conditions even as indus- 
trialization changed working conditions in 
mines and mills. 

How do these new conditions affect the 
health and safety of farm workers? 
Farming is intrinsically hazardous. In- 
juries have always been frequent on 
farms. Although statistical evidence is 
lacking, experience has led us to expect 
many injuries from the handling of farm 
horses. A limited survey in one county 
within the past 6 months showed that 8 
out of 29 recent accidents were associated 
with horses. Even with mechanization, 
farmers tend to keep a few horses. Of 
44 farms visited in this survey, 36 had at 
least one horse. The total was 182. 
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— Double-Quick 
@ Dual-Powered 


for Renal Pain Relief 


urised 


Chimedic 


In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


RELAXES PAINFUL 
MUSCLE SPASM 


In minutes—URISED relaxes and relieves painful smooth muscle 
spasm through the parasympatholytic action of atropine, 


_ hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 


PROVIDES POTENT 
BAGTERIOSTASIS 


In minutes—URISED’s methenamine, salol, methylene blue 
and benzoic acid police the urinary tract to combat bacterial 


growth, reduce bacterial and pus-cell content, and 
encourage healing. 


ACTIVE AGAINST 
ALL SYMPTOMS 


URISED’s double-quick antispasmodic and pain-relieving 
action is coupled with similar swiftness in relieving urgency, 


dysuria, frequency, and burning. 


SAFE 


URISED may be confidently prescribed for treatment of Cystitis « 


Pyelitis - Prostatitis - Urethritis - Other Urinary 
Infections * There is virtually no danger of untoward reactions. 


Send for literature and clinical trial supply of URISED 
CHICAGO PHARMACAL COMPANY 


SUPPLIED: Botties of 
100, 1000, 2000 


5547 N. Ravenswood Ave., Chicago 40, Illinois 


Pacific Coast Branch 


Eleventh St., San Francisco, Calif. 


Other farm animals also, particularly 
bulls, present hazards to farm hands. In- 
juries from the use of sharp or heavy 
tools or the stress of heavy lifting also 
are common farm afflictions, frequently 
resulting in chronic conditions, hernia- 
tion, paraplegia, or impairment of vision. 

The danger of infections from injuries 
incurred on the farm must be considered 
much greater than that in industry. This 
danger is heightened by the nature of the 
working environment, the inaccessibility 
of first-aid facilities, and the absence of 
interest in giving prompt care to minor 
wounds and other dermatological condi- 
tions. The prevalence of the tetanus haz- 
ard on farms is well recognized by physi- 
cians, but other organisms also must be 
considered. 


A number of bacterial diseases are as- 
sociated with agricultural work. Brucel- 
losis, or undulant fever, is thought to be 
the most common one, but reliable sta- 
tistics are lacking. It is not likely that 
all brucellosis is correctly diagnosed or 
that all diagnosed cases are reported. One 
factor contributing to the incidence of 
brucellosis is that rather than call upon a 
veterinarian, many farmers themselves 
vaccinate cattle and thereby risk acci- 
dental infection. Other diseases of sig- 
nificance on farms include anthrax, ery- 
sipeloid, leptospirosis, tularemia, bovine 
tuberculosis, and various forms of sal- 
monellosis. 

By occupation, the farmer is exposed 
also to viral and rickettsial diseases, in- 
cluding equine encephalomyelitis, psitta- 
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Acute inflammation 


Note spread of suppuration 
throughout the tissues and 
a marked swelling from sur- 
rounding edema. 


Note regression of edema, 
swelling and acute inflam- 
mation after starting 
Chymar therapy. 


the newest and SAFEST 
anti-inflammatory agent 


hymar 


What itis... 


Chymar is a suspension of the proteolytic 
enzyme chymotrypsin in oil, for intra- 
muscular use. 


What it does... 


Chymar reduces and prevents inflamma- 
tion irrespective of cause; reduces and 
prevents edema of inflammatory and 
traumatic origin; reduces pain; hastens 
absorption of blood and lymph effusions; 
restores circulation; promotes healing. 


Why CHYMAR is so safe... 


It causes no undesirable local or systemic 
reactions; has no known contraindica- 
tions—no known incompatibilities; has 
no influence on blood clotting mechanism; 
does not spread infection, but augments 
the action of concurrently used antibiotics. 


Indications... Prophylactic 
and Therapeutic 


Chymar is indicated in all conditions in 
which inflammation and edema retard 
healing. 1) Accidental injuries: Black eyes, 
bruises, hematomas, wounds, burns, 
sprains, fractures, bursitis. 2) Surgery: 
Biopsies, cellulitis, hernia repair, hemor- 
rhoidectomies, G. I. surgery (to prevent 
edema and hematomas at site of anasto- 
mosis), mammectomies, orchitis, epidid- 
ymitis, prostatitis, phlebitis, thrombo- 
phlebitis, skin ulcers (as an adjunct to 
Tryptar Antibiotic Ointment). 3) Obstet- 
rics: Breast engorgement (postpartum), 
cephalohematoma, episiotomies. 4) Eye 
Diseases: Inflammation, trauma, edema, 
hematomas (blood in anterior chamber), 
pre- and postsurgically. 


Supply: 5 cc. vials. Each 1 cc. contains 5000 
units of proteolytic activity. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY - 


KANKAKEE, ILLINOIS 


cosis, Q fever, and Rocky Mountain 
spotted fever. There is a long list of 
mycotic diseases, of which actinomycosis 
and histoplasmosis are examples. A num- 
ber of parasitic diseases also are potential 
farm hazards. 

Moving from these biological hazards 
to physical agents, we find that farm 
work involves exposure to extremes of 
temperature, both high and low. Heat 
exhaustion and heat stroke undoubtedly 
affect many farm workers. Another con- 
dition of possible significance is skin can- 
cer, produced by prolonged exposure to 
the sun’s rays. 

The increased use of machines has 
brought a whole group of hazards new 
to agriculture. Noise exposures, for ex- 
ample, may now be sufficient to affect the 
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hearing of farmhands who operate ma- 
chines for extended periods. When more 
is learned about the problem of vibration, 
it may also be found to have adverse 
health effects on agricultural workers. 
Maintenance and repair work on farm 
machinery introduce hazards associated 
with welding. 

Accidents incurred in the use of farm 
machinery represent one of the major 
categories of farm hazards. Accident 
rates in agriculture are far above indus- 
try as a whole. In 1954 only the mining 
and construction industries had higher 
death rates: Agriculture had 60 fatal 
work accidents per 100,000 (a total of 
3,800) as compared with a rate of 25 per 
100,000 for all industries. The injury 
rate, according to the National Safety 


Council, was 4,930 per 100,000 as com- 
pared with 3,240 per 100,000 for all in- 
dustries. 


HAZARD FROM CHEMICALS 


In addition to biological and physica! 
hazards, the industrial hygienist who 
looks at present-day farming is struck 
forcibly by the number of toxic chemi- 
cals in use. Although many of these ar» 
soil conditioners and fertilizers involving 
little hazard, the majority are insecticides, 
fungicides, rodenticides, nematocides, ari 
weedkillers which are employed speciti- 
cally because of their toxic properties. 
While some are comparatively safe, near- 
ly all present some degree of danger, ani 
some must be classified as extremely haz- 
ardous. In particular, the heavy metals, 
such as lead, arsenic, and mercury, the 
halogenated hydrocarbons, and the organic 
phosphates present serious potential dan- 
gers to the people using them and some- 
times to others working or living in the 
vicinity. 

In dealing with industrial exposure to 
hazardous materials, we frequently ex- 
press the view that any material, regard- 
less of toxicity, can be used safely pro- 
vided that proper control measures are 
employed. The same philosophy might be 
applied to agriculture, but assurance of 
proper control measures is harder to ob- 
tain, at least at the present time. The 
reasons are apparent. Industrial opera- 
tions are usually performed in a fixe: 
location where exhaust ventilation or 
other suitable control methods are feasi- 
ble. Industry has been subjected to fairly 
extensive and intensive educational pro- 
grams on health and safety for at least a 
generation. Large companies usually have 
full-time safety and medical departments 
alert to potential dangers. Furthermore, 
personnel of insurance carriers and offti- 
cial agencies make frequent visits to in- 
dustrial plants to check for possible haz- 
ards. 

On the other hand, agricultural work- 
ers generally have little idea of the haz- 
ards of handling and applying powerful 
chemicals. Although most chemicals of 
this type carry warnings on the con- 
tainer labels, the tendency is to pay little 
or no attention to the labels, particularl) 
if a material has been used previously 
without untoward incident. 

Moreover, the methods of application 
are almost as varied as the materials 
used. Many of these methods presen! 
dangers that would not be tolerated in 
manufacturing establishments. For ex- 
ample, the application of fumigants such 
as carbon tetrachloride in connection wit! 
grain storage may employ techniques tha‘ 
would horrify an industrial hygienist. A 
recent farm survey observed workers ty- 
ing handkerchiefs over their faces to pro- 
tect themselves from heavy concentration: 
of carbon tetrachloride. 

The hazards of farm life are not to be 
ignored. And they are not ignored al- 
though much remains to be done to pro- 
tect the farmer’s health. 


HEALTH SERVICES FOR FARM 
WORKERS 


Occupational health programs are con- 
ducted in official agencies either because 


Journat A.O.A. 


& 
ee 
. 


of laws specifically concerning industrial 
working conditions or because of broad 
powers regarding the protection of health. 
Virtually all such programs were intro- 
duced to cope primarily with problems 
associated with manufacturing, and, some- 
time, also mining. Few of them gave 
much thought initially to the farm work- 
er. In recent years, certain State officials 
have devoted attention to specific farm 
problems brought to their attention. For 
example, in Florida, in 1952 there were 
46 claims for parathion poisoning filed; 
in 1953, there were 45. The Florida 
State division of industrial hygiene has 
since conducted an educational campaign 
among citrus grove and truck garden 
owners on the hazards of insecticides and 
preventive measures. 

Also, California has conducted investi- 
gations of the high incidence of occupa- 
tional disease among its agricultural work- 
ers. In 1954, of 23,101 reports of occu- 
pational disease in California, 3,143 (13.6 
percent) were for agricultural workers. 


In addition to purely occupational in- 
fluences, the health of many farm work- 
ers is affected by environmental factors 
that are much less significant among pres- 
ent-day urban workers. Farm laborers, 
especially migrant workers, sometimes 
_must live where housing and sanitation 
levels are far below those now considered 
as acceptable or safe. Large numbers of 
workers move from one State to another 
in pursuit of peak season farm work, and 
they stop at places where waste disposal 
is primitive, where water supplies are of 
questionable quality, where food spoilage 
is difficult to prevent, and where protec- 
tion against flies and other disease car- 
riers is absent. With this mobile popula- 
tion, numbering more than the citizens of 
several States, public health considera- 
tions demand far more than control of 
the traditional occupational diseases. In 
addition to basic sanitation, there must be 
answers to knotty questions of medical 
care for individuals not eligible for serv- 
ice available to permanent residents. 
Otherwise, it is reasonable to expect that 
transient workers will be permitted to 
carry communicable disease to every 
community that summons their services. 

While rural health services can use all 
available community resources, occupa- 
tional health personnel must not overlook 
their special responsibility. Industrial hy- 
gienists, in checking the working environ- 
ment in factories and mines, are also con- 
cerned with the water supply, washing 
facilities, waste disposal, and food sanita- 
tion. Nor should they neglect these points 
with respect to farm work, or, for that 
matter, in other situations where rural 
workers are housed temporarily, as in 
construction camps. Since such responsi- 
bilities also rest upon other personnel in 
State and local health agencies, policies 
for the best utilization of available man- 
hours must be developed to meet the indi- 
vidual situation. It is important, however, 
to recognize the place of environmental 
and medical care services in the occupa- 
tional conditions of agricultural workers. 


SOUTH DAKOTA AND IOWA PROGRAMS 
As stated before, a number of State 
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occupational health officials have con- 
cerned themselves, to a limited extent, 
with specific or selected health needs of 
agricultural workers. To the best of our 
knowledge, however, no agency has ever 
considered the total need, with the objec- 
tive of ascertaining the extent and sever- 
ity of health problems on the farms of 
its State. This approach, which has been 
applied effectively by the States in plan- 
ning logical and sustained programs for 
the improvement of worker health in in- 
dustry, must now be used in agriculture 
if we are successfully to protect and im- 
prove the health of the farm family and 
its helpers. 

The first stirring of activity in this di- 


rection came in 1955, when the South Da- 
kota Department of Public Health re- 


quested assistance in planning an occupa- 
tional health program for the State. In 
Service suggested that the program be 
response to this request, the Public Health 
developed to give industry and agricul- 
ture equal consideration from the start. 
To help develop such a program, the Oc- 
cupational Health Program of the Public 
Health Service assigned a veterinarian 
to South Dakota in September 1955. 
Through this project it is hoped to evalu- 
ate the effectiveness of certain survey 
techniques and to develop useful informa- 
tion regarding occupational health prob- 
lems and methods for their attack. 


Coincidentally, during 1955 the State 
University of Iowa Medical School estab- 
lished an Institute of Agricultural Health 
which will study similar questions in Iowa. 
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It is significant, we believe, that these 
related projects were independently con- 
ceived and started at this time. Although 
the existence of health and safety haz- 
ards on the farm has been recognized by 
public health authorities for some years, 
the South Dakota and Iowa programs 
represent the first positive steps taken 
toward a comprehensive approach to the 
problem. 

While some findings from these two 
States may become available relatively 
soon, other States need not wait for them 
before taking stock of the adequacy of 
their activities with respect to this partic- 
ular segment of the employed population. 
Indeed, because of variations in crops, cli- 
mate, soil, and other factors, problems 
will be found to differ in each locality, 
and all States can contribute appreciably 
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to scientific knowledge while carrying 
out a public health activity of real merit. 


The subjects which need exploration 
are numerous. Study needs to be made 
of the toxicology and proper application 
of chemicals, of the safe use of mech- 
anized equipment, of the general health 
status of agricultural workers as com- 
pared with the rest of the population, of 
the effectiveness of educational measures, 
and of the availability of health resources. 


This is a new and complex field con- 
fronting the industrial hygienist. Occu- 
pational health needs on the farm may 
not be readily anticipated, but in every 
State where agriculture is a significant 
industry, an earnest beginning should be 
made to meet this public health responsi- 
bility. 


Springtime 


accident toll* 


Early spring is the least hazardous 
time of the year in our country. In the 
most recent years for which data are 
available, 1952-54, the daily toll of fatal 
accidents in March and April was 8 per- 
cent below the daily average for the 
three-year period as a whole and 20 per- 
cent below the daily average for June, 
the peak month. Even so, accidents in the 
United States take about 235 lives a day 
in March and April, or approximately 
7,000 lives during each of these months. 

The fact that motor vehicle accident 
fatalities are at their lowest level in the 
early spring accounts, in part, for the 
relatively favorable over-all accident rec- 
ord in that period of the year. In 1952-54, 
motor vehicle accidents were responsible 
for an average of 86 deaths a day during 
March—an appreciable toll, even though 
lower than in any other month; this com- 
pared with a loss of 102 lives a day for 
the 12 months as a whole. As the spring 
season progresses, motor vehicle accident 
deaths increase in number, undoubtedly’ 
reflecting the growing volume of travel. 
This mounting loss of life is accounted 
for largely by the rise in frequency of 
nonpedestrian accidents, such as collisions 
between automobiles, motor vehicles over- 
turning or running into fixed objects. 
Nonpedestrian accidents are responsible 
for about four-fifths of all the deaths 
from motor vehicle accidents. 


Falls, which rank second only to motor 
vehicles as a cause of accidental death, 
vary but little in mortality during the 
year. Yet the relative risk of fatal injury 
from a fall is slightly lower in the spring 
than in the other seasons. In April and 
May, the number of deaths a day were 4 
percent below the daily average for the 
three-year period under review. 

As the use of heating facilities dimin- 
ishes during the spring, the loss of life 
from fires and explosions decreases. In 
March the toll is still at a level not much 
below the peak mortality recorded during 
the winter season. The average daily num- 
ber of deaths from fires and explosions 
decreased from 25 in March to 13 in May 
and reached a low of 8 in August. 

A contrary trend is observed for drown- 
ings. As the arrival of moderate weather 
brings with it greater participation in 
recreational activities, the frequency of 
drowning rises. In 1952-54, the average 
daily number of such deaths, exclusive 
of drownings in water transportation, 
increased from about 8 in March to 20 
in May, and to a peak of 38 in June. 
Water transportation accident fatalities, 
which result largely from the use of 
small boats, rise even more rapidly, the 
number of deaths in May being nearly 
three times that in March. 


Machine accidents likewise record a 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, March 1957. 
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rising death toll during the spring, co- 
incident with the greater use of tractors, 
plows, and other outdoor mechanical 
equipment. In the period under review, 
the frequency of machine accident fatali- 
ties in May was practically the same as 
in October, the peak month. 

Tornadoes and floods are usually the 
leading natural hazards in the springtime. 
The loss of life from these hazards fluctu- 
ates appreciably from year to year, de- 
pending largely upon the number which 
occur, how extensive they are, and how 
populous are the areas they ravage. 

However, the forces of nature account 
for a very small part of the total accident 
death toll in our country during the 
spring or at any other season. A large 
proportion of fatal accidental injuries 
throughout the year result from the dis- 
regard of safe practices on streets and 
highways, in the home, at work and at 
play. The heavy loss of life from acci- 
dents can be reduced through the organ- 
ized effort of official and voluntary agen- 
vies, and the co-operation of an alerted 
citizenry. 


An anthropologist 
views old age* 


Leo W. Simmons, Ph.D.* 


Old age may be viewed either as a 
problem or a challenge, and both socially 
and personally. I submit two quotations, 
one stressing the problem side and the 
other signifying the challenge. 

Cato the Elder is reported to have said: 
“For my part, I prefer to be an old man 
for a somewhat shorter time, than to be 
an old man before my time.” He saw 
the problem side. 

One Joseph Choate concludes that peo- 
ple are really happiest .in their seventies 
and eighties, so his advice is, “Hurry up 
and get there.” He sees the challenge. 

However we look at it, we are con- 
fronted with the plain fact of a spectacu- 
lar increase of old people all around us. 
We can see these old people in the present 
or we can study them in the past. 

My own interests have led me more 
toward the cross-cultural and worldwide 
views on aging than to the specifics of 
our present times. 

It has been very helpful to look for 
the uniformities and the common ele- 
ments that underlie the experience of old 
age in different times and places. One 
way to state this issue is to ask: What 
is new and different, really, and what is 


*Reprinted from Public Health Reports, 
April 1957. 
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old and common to all mankind in this 
matter of aging? Answers to this ques- 
tion give us background, points of orien- 
tation, and they may also highlight the 
current issues of our own age. 

Among many peoples in primitive and 
historical settings, I have looked for two 
things: 

The persistent or recurring interests of 
aging persons. What are their needs or 
what do they want, almost everywhere? 

The solutions that different societies 
have made to the problems of aging. 
What have different peoples done about 
the needs of aging? What solutions are 
most fundamental and widespread? 

It turns out, as I see it, that the basic 
interests of aging persons appear to be 
more uniform than the solutions or the 
appraisals of these solutions. 


WHAT WE WANT 


A careful survey over a long period of 
time of 71 different peoples, distributed 
worldwide, has disclosed recurring inter- 
ests of aging persons that can be summed 
up pretty well in a five-fold way: 

To live as long as possible, or at least 
until life’s satisfactions no longer com- 
pensate for its privations, or until the 
advantages of death seem to outweigh 
the burdens of life. Life is, indeed, pre- 
cious to the old. 

To get more rest, or, perhaps, to get 
release from the necessity of wearisome 
exertion at humdrum tasks and to get 
protection from too great exposure to 
physical hazards—opportunities, in other 
words, to safeguard and preserve waning 
physical energies. Old people have to 
learn to hoard their energies. 
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To remain active participants in group and “security” if they are used with 


affairs in either operational or supervi- 
sory roles, any participation being prefer- 
able to idleness and indifference. “Some- 
thing to do, and nothing to be done,” is 
perhaps the main idea. 

To safeguard or even strengthen any 
prerogatives acquired such as skills, pos- 
sessions, rights, authority, and prestige. 
The aged want to hold on to whatever 
they have. Seniority rights are zealously 
guarded. 

Finally, to withdraw from life, when 
necessity requires it, as honorably and 
comfortably as possible and with maxi- 
mal prospects for an attractive hereafter. 

These five interests—longer life, rest, 
participation, prerogatives, an easy and 
honorable release—probably can be sub- 
sumed under the two words “influence” 
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broad connotations. 

We have observed impressive uniform- 
ity in these interests regardless of time 
and place. 

But the ways of adjusting to, and the 
appraisals of, aging show very wide vari- 
ations. In short, what we oldsters want 
is simple and clear, but how to get it is 
complex. It would seem, indeed, that 
every conceivable adjustment has been 
tried out by people somewhere in their 
attempts to enrich and round off the last 
years of life. 

In worldwide perspective, old age may 
be said to begin relatively early or late in 
life and to last a long or short time. Its 
coming may be resented and discounted 
or welcomed and treasured. Some people 
actually try to “hurry up and get there,” 


while others postpone it to ridiculous 
degrees. 

When it does come it may be regarded 
as an idle and useless period or as an 
active and fruitful one. It may bring 
promotions in position and homage with 
the years or demotions and degradations. 
It may drag itself out in dull, tedious 
boredom or go by quickly and with zest. 

The people in one society may look 
forward to a full and ripe old age; in 
another, next to none at all; and in still 
another, to long and empty spans of 
timepassing. Some may beg to be put 
away honorably, and others may long to 
live on even in their misery. Thus, from 
place to place and from time to time, 
aging may be viewed as a curse on the 
one hand or as a challenge on the other. 

Here is a generalization, though, that 
seems to hold universally: Every human 
being has had either to die or grow older 
and, in this dilemma, the social and cul- 
tural factors have been extremely im- 
portant. 

Very significant aspects of the social 
and cultural factors in aging are the 
inculcated patterns of interpersonal privi- 
leges and responsibilities that require or 
inspire the young and the spry to respect 
and to provide for the old and the feeble. 

All the evidence indicates that these 
patterns of behavior are not inborn; they 
are built into the culture. It is almost 
a maxim that man is the only animal that 
can be made, willy-nilly, to take care of 
his grandfather. 

Nature in the raw has never been very 
kind to old age anywhere and in any 
species. Security for old age is distinctly 
a human-culture achievement. The tam- 
ing and the use of fire is a simple exam- 
ple of how man’s material culture can 
serve and comfort the aged. When fire 
was finally brought under control, used 
as a defense against climate and wild 
animals, applied to the manufacture of 
implements and the preparation of food, 
and made a stabilizing factor in family 
life, with its warm hearth and cozy cor- 
ner, a new day had dawned for the 
elders. Indeed, the advantages of fire 
were soon so closely associated with the 
frailties of age that when the necessity 
arose to abandon an old and enfeebled 
relative it became a popular rite and last 
favor to leave him with a supply of food, 
a flame, and some fuel. 


There are equally important examples 
of security for the aged in the develop- 
ment of social relations, such as rules 
obligating the young to respect, heed and 
provide for the old in many and varied 
forms. Property rights are an outstand- 
ing example. But whether and how well 
any of this has been done depends greatly 
upon the existing culture of the time and 
place and the organization of society 
itself. 

It is noteworthy that in some societies 
such solicitude for the aged has seemed 
to fall squarely in line with the self-in- 
terest of the young. In such cases the 
solicitous youth could have said of his 
aid to his elders, truthfully and without 
pathos, “Grandfather, this helps (not 
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hurts) me more than it does you.” In 
other societies youth does not see such a 
connection. Why? The answer lies in 
the culture and the social organization. 

Here is an important general principle 
to consider: Whenever society has pro- 
vided a mutually supportive relationship 
between its youth and its elders, old-age 
security has had its firmest foundation. 
In contrast, the severest hazard of the 
aged and the infirm has been to find 
themselves cut off from the young and 
the able bodied upon whom they have 
had to rely. One could speculate that the 
time may come when youth can manage 
without the aged; but whatever widens 
the gap between the two will, more than 
likely, be at the expense of the latter, 
especially in the extremities of their do- 
tage. There is no substitute for the ties 
that bind youth and age in common in- 
terests. 


FIVE LESSONS IN AGING 


From here on I will list a few simple 
lessons that I have learned about aging, 
five lessons in fact. 

First, aging has become a complex and 
challenging proposition to face personally. 

Let me illustrate this lesson with the 
mention of two common mistakes. The 
first mistake is to try to compare and to 
choose between old age and youth. We 
cannot do that. The choice, really, is 
between aging and dying. We've had our 
youth, some of us at any rate. Now, for 
us, it is age or else. The second mistake 
is to regard aging primarily as a time of 
resting, however much we think we like 
resting. “Old age for rest” is only a half 
truth at best. The efforts and the strategy 
of life had better go on, refined and in- 
tensified to be sure. Aging successfully is 
somewhat like riding a bicycle—to stop 
is to go down. 

My second lesson in broad perspective 
is that aging can be good or bad, and 
when it is good it generally is more of an 
achievement than a gift. 

A person, of course, must get to be 
old before he can make it good, and most 
human beings have never been able to get 
there. The farther back we go in human 
society the earlier people became “old,” 
but fewer and fewer old people are to 
be found back there. 

Here was a great surprise to me in my 
studies of aging. Societies solved the 
problems of a successful old age for a 
few long before they could assure any 
old age at all for the many. For a long 
time, in a few spots on earth, one has 
been able to say truthfully with Joseph 
Choate, the happiest years of life are in 
old age, so let’s hurry up and get there. 
There are primitive peoples who frankly 
regard old age as the best part of life, 
and they try early to appear, and to be 
regarded as, older than they are. 

Now we suspect that civilization has 
made the aging period for most of us 
something less than the best of life. All 
this ties in with the social determinants 
of when we become old, on what terms, 
and how long we are permitted to last. 
A secret of success for most people facing 
old age is to find for themselves places 
in society in which they can age with 
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participation and fulfillment, and to keep 
on participating tactfully and strategically 
up to as near the end as possible. Aging 
must be gamy to the end to be very good. 

The third lesson out of our broad back- 
ground studies is that a stage is reached 
in aging everywhere in which social as- 
sessments of the condition are uniformly 
dismal. 

Among all peoples a point is reached 
in aging at which any further usefulness 
appears to be over and the incumbent is 
regarded as a living liability. Senility may 
be a suitable label for this. Other terms 
among primitive peoples are the “over- 
aged,” the “useless stage,” the “sleeping 
period,” the “age-grade of the dying,” 
and the “already dead.” Then, without 
actual death, the prospects are gloomy. 


There is no question about this general- 
ized social decision; the differences lie in 
the point at which it is reached. All so- 
cieties differentiate between old age and 
this final pathetic plight. Some do some- 
thing positive about it. Others wait for 
nature to do it or perhaps assist nature in 
doing it. That is a long story that has to 
be skipped here. 

The big point for us is that in primitive 
societies and, indeed in all societies until 
modern civilization, this over-age period 
has not been very significant. Few per- 
sons reached this stage; they didn’t last 
long in it. Some were dispatched with 
varying degrees of dignity and prestige. 

The helpless and hopeless period takes 
on paramount importance, however, in 
our own civilized times. We are so suc- 
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cessful in keeping very old people alive 
that we don’t know what to do with them. 
Imagine the magnified possibilities of liv- 
ing parts of aging bodies scattered around 
here and there! Add to this the recog- 
nized fact that the useless period is large- 
ly socially and culturally determined and 
that it may be moved up or put off in 
years. The problem thus becomes unpre- 
dictable and staggering. 

The social fates are most unfortunate, 
of course, when so many old people are 
made to feel useless relatively early in 
life and to find the twilight years empty, 
lonely, and long lasting. More and more 
of life with less and less in it is not a 
happy prospect. Thus can civilization cre- 
ate more problems for aging than it has 
yet solved. Death is really the only ulti- 
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mate solution. Whether life can be good 
to the last drop or not really depends 
on when and how we drop. 

Our fourth lesson is that there is a 
pattern of participation for the aged that 
becomes relatively fixed in stable socie- 
ties but suffers disruption with rapid so- 
cial change. 

We know that stable societies provide 
a structured framework for participation, 
with status and roles that are defined, sex 
typed, aptitude rated, and age graded. If 
the pattern stays fixed over many gener- 
ations, the aging get a lifetime to fit in 
and entrench themselves. 

Here is one way to express the general 
principle: In the long and steady strides 
of the social order, the aging get them- 
selves fixed and favored in positions, 


power, and performance. They have what 
we call seniority rights. But when social 
conditions become unstable and the rate 
of change reaches a galloping pace, the 
aged are riding for an early fall and 
the more youthful associates take their 
seats in the saddles. 

The general pattern for the adjustment 
of the aged in society fits into five more 
or less social structures of human groups: 
(a) the economic order, (b) the family 
system, (c) the political system, (d) the 
religiomagical institutions, and (e) the 
socioeducational systems. It is a long and 
interesting story to document the changes 
imposed upon the aged in making adjust- 
ments to shifts in these five systems. In 
general, it can be said that change is 
the crux of the problem of aging as well 
as its challenge. 

The fifth and last lesson is that the 
modern challenge is to explore and ex- 
periment anew with aging. 

We have more aged persons than the 
world has ever known: 14 million in the 
United States 65 years or more and 26 
million anticipated by A. D. 2000. And 
these people are already born! Old age 
is beginning earlier, with more untapped 
and unused resources than in earlier 
times. The old tried and tested patterns 
of participation and security have been 
disrupted, and they are passing away. 

Perhaps the most important lesson that 
can come out of the past is that the basic 
qualities of successful aging rest, after 
all, upon the capacities and opportunities 
of individuals to fit well into the social 
framework of their own times, and in 
ways that insure prolonged influence 
and security. 

It may well be that there are no genu- 
ine substitutes for suitable adaptations 
and true contributions of ripe old age. 
Certainly the challenge is to rediscover 
them for the modern world. 

We are now accustomed to hearing 
much about the problems and little about 
the opportunities of aging, almost as if 
aging were a curse—and after all our 
efforts to attain it! It should be kept in 
mind that the prospect of so many of us 
reaching old age is in itself a most re- 
markable achievement, entirely unknown 
to earlier times. Let us not forget, there- 
fore, that our society and our community 
can, and probably will, create before long 
a brave new climate in which to grow 
old. That is part of the challenge that 
has inspired so much thought in recent 
times on the problems of aging. But it is 
only part of it. Perhaps even more im- 
portant, and indeed more crucial, is the 
challenge of keeping before us a vision 
of what such an aging population can 
contribute to our modern way of life. 

It is perhaps not amiss to remind our- 
selves again that in everyman’s folkways, 
the world over, the plain folk have aged 
most successfully when they have dis- 
covered and developed for themselves 
effective places and functions in the very 
societies in which they are a part. It is 
very probable that within our highly 
complex civilization there lie all around 
us untapped potentials for aging that may 
be explored and fitted into our times. 
Herein lies an old frontier that invites 
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new pioneering, and herein, also, lies the 
Holy Grail for aging. 


SUMMARY 

The world has never before witnessed 
such a high proportion of people living 
on what has been called borrowed time. 
The problem and the challenge are greater 
for us than they were for our fore- 
fathers or for our primitive forebears. 
We are emotionally confused and can’t 
decide how long to stay young or when 
to get old. Most of are really younger or 
older than we think. 

In broad historical background, there is 
more agreement on what old people want 
than there is agreement on how to get it. 
Five wishes seem to be shared by aging 
people everywhere: to live as long as pos- 
sible, to hoard their waning energies, to 
share in the continuing affairs of life, to 
safeguard their seniority rights, and to 
have as easy and honorable release from 
life as possible. How to get these five 
wishes fulfilled in later life has differed 
greatly around the world. 

Human societies solved the problem of 
a successful old age for a few people 
long before there was any chance for old 
age for many people. The old solution 
to a successful old age was to find a 
useful and respected place in life and 
to fill it effectively until near the end 
—an end that came quickly. 

Civilization has created more problems 
for the aged than it has solved. Now we 
useful and respected place in life and 
less in it. The challenge is to find new 
ways to put interest and zest in aging 
and for the aged. 


Trend of mortality 
from coronary 


artery disease* 


Much of the rise in the recorded death 
rate from coronary artery disease during 
the past 15 years reflects merely the in- 
creasing proportion of older people in the 
population and changing fashions in cer- 
tifying heart disease as a cause of death. 
The real increase has been relatively 
small, certainly not of the magnitude to 
justify the alarm expressed in the press 
and elsewhere. 

The extent to which the aging of the 


*This article, based upon a paper, ‘‘Some Im- 
plications of Mortality Statistics Relating to 
Coronary Artery Disease,” presented by Edward 
A. Lew, Actuary and Statistician of the Metro- 
politan Life Insurance Company, at the Confer- 
ence on Atherosclerosis and Coronary Heart 
Disease sponsored by the New York Heart As- 
sociation, January 15, 1957, was reprinted from 
Statistical Bulletin, Metropolitan Life Insurance 
Company, February 1957. 
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dextro amphetamine sulfate 
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SPHERES, containing 5 mg. 
dextro amphetamine Sulfate. 


Especially Effective...in 
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Thin wall capsule releases 
amphetamine in as little as 
90 seconds! Nonaqueous 
vehicle and micron particle 
size assures maximum ther- 
apeutic reponse. 


Sample and literature 
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population has raised the death rate from 
coronary artery disease is measured by 
the difference between the crude and age- 
adjusted rates. A similar difference in 
trend is observed for the broader category 
“arteriosclerotic heart disease,” a classifi- 
cation introduced in 1949 with the Sixth 
Revision of the International List of 
Causes of Death. 

A substantial part of the increase in 
coronary disease and arteriosclerotic heart 
disease death rates reflects also more pre- 
cise certification. Thus, better instruction 


‘in diagnosis, much greater numbers of 


heart specialists, and greatly improved 
facilities for diagnosis have served to in- 
crease the recorded death rates from 
these diseases. This is brought out by the 
fact that the magnitude of the coronary 


artery disease death rates in different 
parts of the country is directly associated 
with the quantity and character of avail- 
able medical facilities. 

The increase in age-adjusted death 
rates from coronary artery disease has 
occurred mainly among males. Between 
1940 and 1954 the rise among white males 
amounted to about 40 percent. Among 
white females, the corresponding increase 
was only 16 percent; in fact, since 1947 
their mortality has remained practically 
unchanged. A substantial part of the 
long-term increase in the mortality from 
coronary artery disease, particularly 
among males, undoubtedly represents 
deaths that formerly would have been re- 
ported as due to other diseases of the 
cardiovascular-renal system. 
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however YOU see the 


constipated patient 
overconcerned with 
peristalsis, or otherwise... 


TABLETS 


provide judicious, gentle therapy for 
constipation and associated discomfort 


ZILATONE is a rational combination of bile salts 
to promote secretion of the physiologic laxative, 
bile; mild intestinal stimulants to assure 
intestinal activity without griping or overstimulation; 
and digestants to relieve associated dyspepsia. 


Available: in boxes of 20, 40 and 80 tablets, 
each tablet sealed in sanitary tape. 
Samples available to physicians on request. ) 


Drew Pharmacail Co., Inc. 
1450 Broadway, New York 18 


The upward trend in the death rate 
from coronary artery disease has been 
most rapid in those areas of the United 
States which in the past recorded the 
lowest mortality. These areas were pre- 
dominantly rural or had relatively few 
large medical centers. The most plausible 
explanation of these differences in trend 
is that the practice of certifying cases of 
heart disease or sudden death as coronary 
disease became common much later 
among physicians in rural regions and 
others out of touch with large medical 
centers than among physicians in highly 
urbanized areas. 


The death rates from coronary disease 
during the past 15 years have increased 
much faster among nonwhites than among 


&2 


white persons. Much of this may reflect 
the increasing exposure of the nonwhite 
population to modern medicine, as a re- 
sult of large scale migration from the 
rural South to northern cities. Between 
1940 and 1954, the age-adjusted death 
rate from coronary artery disease in- 
creased more than 70 percent for non- 
white males compared with about 40 per- 
cent for white males; the largest in- 
creases—in excess of 100 percent—among 
nonwhite males occurred at ages 55-74. 
In like manner, the age-adjusted death 
rates of nonwhite females increased very 
much more than for white females, espe- 
cially at the older ages. 


The publicity given to the rise in coro- 
nary artery disease has of itself led to 


greater awareness of the disease. As a 
result, an increasing number of deaths 
are being reported as due to coronary 
disease by coroners and medical exami- 
ners where the deceased had not received 
medical attention or the cause of death 
was not known. In one area of the coun- 
try, more than 35 percent of the deaths 
reported as coronary disease were certi- 
fied by the medical examiner’s office. In 
New York City in December 1956 some 
15 percent of the deaths from arterio- 
sclerotic heart disease and 44 percent of 
the deaths attributed to coronary artery 
disease were medical examiners’ cases. 
Only a very small proportion (4 percent 
and 8 percent, respectively) of these diag- 
noses were verified by autopsy. 

Nevertheless, arteriosclerotic heart dis- 
ease, including coronary disease, far out- 
ranks every other cause of death in the 
United States, accounting for more than 
400,000 deaths a year, or for more than 
one fourth of the total mortality. The 
growing importance of these diseases as 
causes of morbidity and mortality, and 
the consequent need for investigation of 
measures to control them are spurring in- 
creasing research activities. As early as 
1945, the Life insurance business estab- 
lished the Life Insurance Medical Re- 
search Fund, which has concentrated on 
research on cardiovascular diseases. In 
the 11 years since it began to function, 
the Fund has spent or appropriated more 
than $8 million for this purpose. Cur- 
rently, the outlays of the Fund amount 
to approximately $1 million a year, which 
ranks it as one of the major sources of 
support for such research. There is good 
reason to be optimistic about the eventual 
results of the extensive research on car- 
diovascular diseases, although the factors 
involved are so many and so complex 
that progress may be slow. 


Longevity of 


diabetics* 


Since the introduction of insulin treat- 
ment 35 years ago, the longevity of dia- 
betics has improved greatly, but it is still 
considerably below that of the general 
population. An analysis by the Metropoli- 
tan Life Insurance Company shows for 
a select group of diabetics and the gen- 
eral population the expectation of life and 
mortality rates at successive 5-year age 
intervals from 10 to 70 years. The analy- 
sis is based on the experience of the 
Joslin Clinic in Boston for the period 
1947-51 on patients first treated at the 
Clinic in the years 1930 through 1951. 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, March 1957. 
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At age 10, the expectation of life for 
a diabetic child in 1947-51 was 44.3 years, 
or about 17 years less than that in the 
general population. A 30-year-old diabetic 
could look forward to 30.1 additional 
years of life—a disparity of 12% years. 
Even at age 50, this disparity was nearly 
& years, the expectation of life for the 
diabetics being 16.9 years. The relative 
difference in mortality between the dia- 
betic and general population is much 
greater than the difference in longevity, 
particularly at the younger ages. Among 
children and young adults, the death rates 
for diabetics were from 5 to 10 times 
the rates in the general population. The 
ratio was at least two to one in middle 
and later life. 

While the long-term increase in the 
longevity of diabetics has been very im- 
pressive, the gains in the past decade or 
more have been relatively slight. How- 
ever, the latest life table for diabetics 
actually understates the recent improve- 
ment. For one thing, the number of dia- 
hetics surviving many years since the 
onset of their disease has been growing 
and these long-term diabetics now con- 
stitute a considerable proportion of the 
total diabetic population. Only in fairly 
recent years, for the first time in medical 
history, have diabetics whose disease be- 
gan in early childhood attained age 45, 
hecause prior to the introduction of insu- 
lin therapy 35 years ago, the disease in 
children ran a rapidly fatal course. The 
patients with diabetes of long duration 
often present new medical problems be- 
cause of the type and frequency of com- 
plications to which they are subject. 
Furthermore, in recent years a significant 
proportion of the patients coming to the 
Joslin Clinic for first observation were in 
this category. It is planned to analyze 
the Clinic records with respect to the 
variation in prognosis according to age of 
patient and duration of disease. 

It is not surprising that the longevity 
of diabetics continues to be well below 
that for nondiabetics, especially at the 
younger ages. With available methods of 
treatment, it is not easy to maintain per- 
fect control over the disease. Diabetics 
are subject to specific hazards, especially 
if they lack regular medical supervision. 
The most obvious of these are diabetic 
coma, which may be brought on by a 
deficiency of insulin, and insulin shock, 
resulting from too much insulin. More- 
over, the circulatory system of diabetics 
seems to degenerate at an earlier age and 
more rapidly than it does among non- 
diabetics. 

Analysis of the causes of death among 
diabetic patients of the Joslin Clinic 
shows that in recent years the diseases 
of the cardiovascular-renal system have 
accounted for about three-fourths of the 
total mortality. Heart disease alone was 
responsible for nearly half the total; two 
out of every three heart disease deaths 
were due to coronary artery disease. Next 
in order were vascular lesions of the cen- 
tral nervous system (cerebral hemor- 
rhage) cancer, and nephritis; the ma- 
jority of deaths in the latter category 
were reported as due to diabetic nephro- 
pathy, which has come to be recognized 
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as a specific complication of diabetes of 
long duration. Cancer caused about one- 
tenth of all the deaths, and infections of 
all types, only about one-twentieth. Dia- 
betic coma and diabetic gangrene, so com- 
mon in the past, were responsible for 
relatively few deaths. 

Medical research now in progress may 
eventually bring new benefits to diabetics. 
For the mild form common in obese mid- 
dle-aged people, the prospects seem rea- 
sonably good for the development of 
effective chemical therapy. Extensive 
trials are under way with chemicals re- 
lated to the sulfa drugs, but the deter- 
mination of their value depends upon 
further investigations on the nature of 
their action and on their long-term re- 


sults. At any rate, the door has been 
opened to new types of therapy. 
Investigation of the role of hormones 
in regulating body functions is also yield- 
ing knowledge that is helpful in the 
understanding and treatment of diabetes. 
Some studies indicate that a significantly 
abnormal response to the glucose toler- 
ance test after administration of cortisone 
in nondiabetics with a family history of 
diabetes selects out those susceptible to 
the disease. Other studies, using tracer 
techniques, are throwing new light on the 
role of body fat, showing that it is not 
an inert substance, as was previously 
thought, but is intimately involved in the 
metabolic exchange mechanism. The re- 
lationship of dietary fats to changes in 
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Even stubborn 


trichomoniasis yields... 
because Tricofuron 


is effective 


during menstruation, 


the critical time 
for therapy. 


TRICOFU 


Recurrences of trichomoniasis “‘are 
most likely to follow the menstrual 
period.”! 

“Over and over again today patients 
are seen with what is said to be an 
intractable, treatment-resistant Tricho- 
monas infestation, but history-taking 
often reveals that such patients have 
never had treatment prescribed during 
any menstrual period.” 

Menstrual blood in the vagina “forms 
an excellent medium for the rapid mul- 
tiplication of T. vaginalis”? and “low- 
ers the acidity of the vagina and hence 
there is a tendency to recrudescence [of 
trichomoniasis] at that time.” 

Tricofuron is powerfully trichomo- 
nacidal “even in the presence of vaginal 
debris and menstrual blood.” 


EATON LABORATORIES 


Nitrofurans—a new class of antimicrobials—neither 


For 44 of 48 patients: lasting cure was 
obtained with a single course of Trico- 
furon therapy. 


Vaginal Suppositories —for home use — 
each morning and night through one cycle, 
including the important menstrual days. 
Contain 0.25% Furoxone® (brand of 
furazolidone) in a water-miscible base. 
Box of 12, each sealed in green foil. 


Vaginal Powder—for office use—applied 
by the physician at least once a week, 
except during menstruation. Contains 0.1% 
Furoxone in an acidic powder base. Bottle 
of 30 Gm. 

References: 1. Bernstine, J. B., and Rakoff, A. E.: 
Vaginal Infections, Infestations and Discharges, New 
York, The Blakiston Company, Ine., 1953, p. 235. 
2. Overstreet, E. W.: Arizona M. 10:383, 1953. 
3. Schwartz, J.: Obst. Gyn., N.Y. 7:312, 1956. 
4. Crossen, R. J.: Diseases of Women, St. Louis, 
The C. V. Mosby Company, 1953, p. 292. 
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the vascular system is under intensive 
study by many investigators. 


While the many research programs 
now in progress assure further gains 
against diabetes in the future, application 
of present knowledge, in the meantime, 
can be very fruitful in the control of the 
disease. Many individuals with a family 
history of the disease may avoid diabetes 
by keeping their weight down. Diabetics 
can profit from careful adherence to pre- 
scribed treatment and from education 
with respect to diet and other details of 
treatment. Fortunately, the several types 
of insulin with varying rates of action 
that are now available permit use of the 
type best suited to the individual dia- 
betic’s needs. 
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Major chronic 


diseases and aging* 


The chances of acquiring a chronic dis- 
ease rise rapidly with advance in age. Of 
course it is hard to determine probability 
exactly because many people have chronic 
conditions of which they are unaware; 
moreover, such diseases often develop in- 
sidiously, so that in many cases it may 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, March 1957. 


not be possible to determine accurately 
the date of onset. 

However, the latest surveys indicate 
that the cardiovascular-renal diseases 
(heart disease, hypertension, and nephri- 
tis) rise more sharply in incidence with 
advance in age. At the younger ages, a 
large proportion of the new cases are of 
infectious origin, but past midlife the 
chronic cases predominate. The annual 
number of new cases of heart disease 
among males rises from 480 per 100,000 
at ages 45-49 to more than 4,200 at ages 
70-74, and further to about 15,000 per 
100,000 at ages 85-89. Among females, 
the incidence rates are less than those for 
males in the broad age range 35-84 years 
For hypertension, females record the 
lower rate at ages 55-84, and for nephritis 
at ages 40 and over. 

According to information available for 
10 urban areas in the United States, the 
incidence of cancer rises quite rapidly 
with advance in age, except for the child- 
hood ages, where leukemia and malignan- 
cy of the brain are the predominant types 
of the disease. Among males, new cases 
of cancer increase from 25 per 100,000 
at ages 20-24 to more than 100 times that 
rate at ages 75 and over. Among females, 
the incidence rate exceeds that for males 
in the age range 20-60 years, reflecting 
the frequency at these ages of breast and 
genital cancers among the women. How- 
ever, at the later ages, as in the early 
decades of life, males record the higher 
rates. 

The age pattern for diabetes differs 
from that for cancer and the cardiovas- 
cular-renal diseases in that the incidence 
rate for this condition rises much more 
gradually with advance in age and reaches 
a peak in the late 60’s, after which the 
rate decreases. Females apparently are 
more susceptible to diabetes than males at 
all but the later ages. The greatest sex 
difference occurs at ages 40-44, where 
the onset rate for women is more than 
twice that for males. The acceleration 
in frequency of new cases among women 
on approach of the menopause is un- 
doubtedly associated with the endocrine 
changes that are characteristics of that 
period of life. 

During childhood and early adult life 
the incidence of mental disease rises with 
advance in age, but between ages 30 and 
55 the rates vary but little. Thereafter, 
however, the frequency of new cases in- 
creases rapidly. Thus, among males, the 
onset rate rises from about 150 per 
100,000 at ages 55-59 to more than 1,300 
per 100,000 at ages 85 and over. Among 
females, the gradient is only a little less 
sharp. It should be noted that the age 
pattern for mental disease as a whole i: 
a composite of the age variations for the 
individual groups of mental disorders. 
For example, the first admission rates for 
dementia praecox occur in early adult 
life, for alcoholic psychoses in midlife. 
and for senile psychosis at the advance: 
ages. 

Chronic disease is one of the major 
problems of our older population, and 
the numbers so afflicted will mount rap- 
idly with the growth in numbers of our 
elders. Meanwhile, increasing effort is 
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being made to add to the storehouse of 
knowledge on the nature, prevention, and 
treatment of these diseases. To the in- 
dividual still in his productive years who 
is aware of the uncertainties of health in 
old age, the funds needed for medical 
care during that stage of life can be pro- 
vided in large measure by insurance and 
savings. 


Methemoglobinemia 
from eating meat 
with high 

nitrite content* 


J. D. Orgeron, M.P.H., J. D. Martin, M.D., 
C. T. Caraway, D.V.M., 

Rose Mary Martine, B.S., and 

George H. Hauser, M.D.+ 


Ten cases of methemoglobinemia oc- 
curred near New Orleans, La., in October 
1955. From epidemiological and labora- 
tory investigations, we determined that 
they were due to nitrite poisoning which 
resulted from eating wieners and bologna 
containing large amounts of the chemical. 

Before detailing the circumstances of 
the outbreak, we shall review briefly the 


medical aspects of methemoglobinemia 


and consider the use of nitrites in meat. 


METHEMOGLOBIN IN THE BLOOD 


Methemoglobinemia is a condition in 
which a part of the hemoglobin has been 
oxidized to methemoglobin with a conse- 
quent reduction in the oxygen-combining 
and oxygen-carrying power of the blood. 
The oxidation may be caused by absorp- 
tion, inhalation, or ingestion of large 
doses of certain chemicals, particularly 
the nitrites, nitrates, sulfonamides, and 
aniline derivatives. 

Onset of symptoms is sudden, usually 
within 1 or 2 hours after contact with, or 
ingestion of, the poison. The symptoms 
include nausea, vomiting, profuse sweat- 
ing, and an intense cyanosis of the finger- 
tips, nose, and ears. 

Mild cases of methemoglobinemia re- 
sult when less than 50 percent of the 
hemoglobin is oxidized to methemoglobin. 
After 70 to 80 percent is oxidized, there 
is a progression of ataxia, dyspnea, ex- 
cessive salivation, prostration, and uncon- 
sciousness. Oxidation of 90 percent or 
more is fatal unless immediate treatment 
is given.’ 


*Reprinted from Public Health Reports, 
March 1957. 

+Mr. Orgeron, Dr. Martin, Dr. Caraway, and 
Miss Martine are members of the epidemiology 
team, Louisiana State Department of Health. 
Mr. Orgeron is a sanitarian epidemiologist, Dr. 
Martin is chief of the epidemiology section, Dr. 
Caraway is a veterinary epidemiologist, and 
Miss Martine is a nurse ————. Dr. 
Hauser is director of the division of labora- 
tories and acting director of the division of 
food and drugs and chemical-toxicological lab- 
oratory of the health department. 
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CLINICAL 
COLLOQUY 


My patients complain that 
the pain tablets I prescribe 
are too slow-acting... 
they usually take about 

80 to 40 minutes to work. 


Why don’t you try 


the new codeine derivative that’s 
combined with APC for faster, 


longer-lasting pain relief? 


What is it... 
how fast does it act? 


it’s Percodan’—relieves pain 
in 5 to 15 minutes, 

with a single dose 

lasting 6 hours or longer. 


How about side effects? 
No problem. For example, 


the incidence of constipation 
with Percodan* is rare. 


Sounds worth trying — 


what’s the average adult dose? 


One tablet every 6 hours. 
That’s all. 


Where can I get 
literature on Percodan? 


Just ask your Endo detailman 
or write to: 


indo 


ENDO LABORATORIES 
Richmond Hill 18, New York 


*U. S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through all pharmacies. 


A presumptive diagnosis of methemo- 
globinemia should be made if there is a 
history of rapid onset of cyanosis with- 
out physical findings of cardiac, pulmo- 
nary, or intracranial disorder. A history 
of ingestion of a substance containing ni- 
trites or nitrates within the past few 
hours aids in establishing the diagnosis. 
If cyanosis is unrelieved by oxygen ther- 
apy and if blood withdrawn from a vein 
shows the characteristic chocolate-brown 
coloration, the diagnosis is almost cer- 
tain.? 

A definitive diagnosis of methemoglo- 
binemia can be made with the laboratory 
procedure reported by Evelyn and Mal- 
loy.2 This procedure, which uses a single 
sample of blood from the finger, is an 


accurate photoelectric method of deter- 
mining the oxyhemoglobin, methemoglo- 
bin, and sulfhemoglobin levels of the 
blood. 

Methylene blue is an effective antidote 
for toxic methemoglobinemia. The rec- 
ommended dosages are 1 mg. of methylene 
blue per kilogram of body weight for 
adults and 2 mg. of methylene blue per 
kilogram of body weight for children. 
These amounts should be injected intra- 
venously over a 5-minute period. Dosages 
should not exceed 7 mg. per kilogram 
since toxic effects such as dyspnea, pre- 
cardial pain, restlessness, a sense of op- 
pression, apprehension, and fibrillar trem- 
ors may occur." 

Numerous cases of methemoglobinemia 
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MORE THAN EQUIPMENT 


For over 40 years The Burdick Corporation has 
felt that its responsibility to the medical profes- 
sion encompasses more than providing physical 
medicine equipment. Burdick Service would be 
incomplete if every Burdick item did not carry 
with it the latest engineering design, outstanding 
construction features and the ready availability of 
maintenance for satisfactory operation. 


Burdick Engineering assures lasting performance 
and adequate power for fullest therapeutic effects. 


Burdick Construction Features provide simple, 
often automatic operation to save you time and to 
provide safety. 


Burdick Responsibility reaches you through its 
carefully selected dealerships to give you prompt 
and thorough service for the life of your equip- 
ment. 


For thorough diagnosis, quickly and accurately 
accomplished — the 
BURDICK ELECTROCARDIOGRAPH. 


For efficient vasodilation and relief of local pain 
with minimum loss of time — the 


BURDICK ULTRASONIC THERAPY UNIT. 


Diathermy equipment for every practice — your 
choice of microwave (illustrated) or conventional 
short wave. Console and portable models. 
BURDICK DIATHERMY. 


THE BURDICK CORPORATION + MILTON, WISCONSIN 


have been traced to the consumption of 
well water containing large amounts of 
nitrates,*” contact with aniline dyes used 
in crayons** and laundry marking 
ink,*™ accidental ingestion of leather 
dyes and furniture polish,? and ingestion 
or absorption of varied medications con- 
taining hemoglobin oxidizing compo- 
nents.'*** Only a few outbreaks have been 
reported in which the causative agent was 
contained in food. One of these was an 
outbreak in New York City in which 11 
aged men who had eaten breakfast at the 
same cafeteria were affected. Investiga- 
tion showed that sodium nitrite was used 
in place of table salt in the seasoning of 
the oatmeal they had eaten.” Another 
was an outbreak of acute toxic methemo- 
globinemia among a group of people who 
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had eaten wheatcakes and “maple sirup” 
at a diner in Syracuse, N. Y. In this out- 
break, investigation revealed that a com- 
mercially prepared corning extract con- 
taining 8 percent nitrites, 4 percent ni- 
trates, and sucrose was_ inadvertently 
served as maple sirup to the affected in- 
dividuals.*, 


NITRITES IN MEAT 


Nitrites and nitrates are used in curing 
meats mainly because of their color-fix- 
ing qualities, although these substances 
also have some preservative properties. 
When added to meat, sodium nitrate 
(Chile saltpeter) or potassium nitrate 
(saltpeter) is reduced to the correspond- 
ing nitrite by the action of certain bac- 
teria that occur naturally in the meat and 


on processing equipment. The nitrites are 
further broken down by hydrolysis to 
form nitric oxide. This simple compound 
combines with the muscle hemoglobin 
(myoglobin) of the meat to form a more 
permanent pink substance, nitric oxide 
myoglobin. This pigment is more stable 
than the natural pigment found in blood 
and muscle fibers and is also more re- 
sistant to the action of air, heat, and 
bacteria.” 

Federal meat regulations and most of 
the State food and drug regulations pro- 
hibit the use of more than 200 p.p.m. of 
nitrite in meat products for human con- 
sumption. These regulations also require 
that products containing nitrates and ni- 
trites be labeled to that effect. 

The amount of nitrite that can be 
utilized by meat is limited by the amount 
of myoglobin originally in the muscle tis- 
sues. The addition of excessive amount: 
of nitrites will not increase or intensif,; 
effect on the meat. 


CIRCUMSTANCES OF THE OUTBREAK 


The Louisiana State Department of 
Health first learned of the outbreak of 
methemoglobinemia in the New Orleans 
area from a report of two cases from a 
practicing pediatrician. 

The first patient was a 2-year-old gir! 
who became ill about 2 hours after eating 
2 wieners. Symptoms, as observed by the 
child’s mother, included profuse sweating, 
vomiting, and a bluish-gray cyanosis 
around the lips and nails. The family 
physician was called immediately, and the 
child was hospitalized with a presumptive 
diagnosis of methemoglobinemia. The 
child responded well to an intravenous 
injection of methylene blue and was dis- 
charged from the hospital the following 
day. 

Specimens of the vomitus, which con- 
tained particles of wieners, and samples 
of wieners obtained from the same pack- 
age from which the meal was prepared 
were submitted to the chemical-toxico- 
logical laboratory of the State health de- 
partment for determination of the nitrite 
content. Chemical analysis showed that 
the vomitus contained 11.8 p.p.m. of ni- 
trite and that the wieners contained 5,42!) 
p.p.m. of nitrite. 

The following day the second case of 
methemoglobinemia was reported in a 3- 
year-old boy. Speech disturbance and 
cyanosis of the lips and nails were ob- 
served about 2 hours after the child had 
eaten 2 wieners manufactured by the 
same meat plant that prepared the one: 
eaten by the first patient. The child re- 
covered rapidly after hospitalization and 
treatment of methylene blue injected in- 
travenously. Samples of the wieners ob- 
tained from the same package as those 
eaten by this child contained 5,420 p.p.m 
of nitrite. 

The remaining 8 patients exhibited 
symptoms similar to the first 2, and all 
responded well to treatment with meth- 
ylene blue. Seven had eaten wieners and 
one had eaten bologna, all manufactured 
at the same plant. 

Of the 10 persons ill in this outbreak, 
8 were between the ages of 1% and > 
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PRODUCT INFORMATION 


TASHAN CREAM 


SOOTHING, HEALING MULTIVITAMIN SKIN CREAM 


DESCRIPTION: Tashan Cream provides four vitamins to help 
maintain skin health and promote healing. 
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Vitamin A e e e e * e e 10,000 units 


Vitamin ee ee @ @ 1,000 U.S.P. units 


Vitamin E (d/-alpha-tocopheryl acetate) ..... 5 mg 
in a cosmetically pleasing, vanishing cream type base. 


PROPERTIES: Vitamins A and D help maintain skin health; in- 
hibit keratin formation; promote smoother, softer skin. Vi- 
tamin E is antipruritic; exerts a trophic effect through 
stimulation of skin metabolism. Panthenol is essential for 
integrity of tissue in general, promotes epithelization. 


INDICATIONS: To relieve symptoms and promote healing in skin 
disorders characterized by itching, dryness, fissures, super- 
ficial ulceration, delayed cicatrization, etc., including: 


Eczema Nipple conditioning 
Diaper rash Minor burns 

Prickly heat Contact dermatitis 
Intertrigo, chapping Pruritus ani and vulvae 
Sunburn, windburn Diabetic skin disorders 


Decubitus ulcers Excoriation 


DOSAGE: Apply a thin layer of Tashan Cream and rub in gently, 
three or more times daily. 


PACKAGES: 1 ounce tubes. 


Tashan® 


Hoffmann-La Roche Ine New Jersey 
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years. For this group the interval be- 
tween eating the meat and onset of symp- 
toms was 2 hours. The other 2 patients 
were 10-year-olds, and the time lapse be- 
tween eating the meat and onset of symp- 
toms was about 6 hours. 


INSPECTION OF THE PLANT 


After the report of the third case and 
the finding of excessive quantities of 
nitrite in the wieners, State and local 
health department sanitarians were noti- 
fied to place under seizure all retail stocks 
of wieners manufactured by the meat 
plant in question. Later, when the case 
in which bologna appeared to be the 
cause was reported, some retail stocks of 
bologna manufactured by this plant were 
also seized. One or more samples from 
each lot of meat placed under seizure 
were sent to the State chemical-toxico- 
logical laboratory for nitrite determina- 
tions. 

In 131 samples of the assorted meat 
products, nitrite concentrations varied 
from 3.3 p.p.m. to 6,570 p.p.m. Seven- 
teen of the samples (14 of wieners and 3 
of bologna) contained nitrites in excess 
of the maximum allowable of 200 p.p.m. 
The lots from which these samples were 
taken were destroyed by burning. 

In an effort to determine the conditions 
responsible for the excessive amounts of 
nitrites in these meat products, we subse- 
quently made an inspectional tour of the 
manufacturing plant. (This plant does 
not use Federal, State, or local meat in- 
spection services.) The general manager 


and the sausage production manager of - 


the plant explained each operation in the 
wiener and bologna manufacturing proc- 
ess, with particular emphasis on the mix- 
ing and blending operations. 

In preparing wieners or bologna, ap- 
proximately 400 pounds of coarsely 
ground meat and meat products are added 
to a silent cutter, along with ice for 
cooling, a prepackaged spice preparation, 
and 1.5 pounds of a commercially pre- 
pared powder containing nitrite and ni- 
trate. This powder is composed of ap- 
proximately 6 percent sodium nitrite, 4 
percent sodium nitrate, 87 percent sodium 
chloride, and 3 percent ‘moisture. After 
12 to 20 minutes in the silent cutter, the 
material is conveyed to the stuffing room, 
where the artificial casings are filled. 
Samples of the artificial casing contained 
only a trace of nitrite. 

During our inspection of the spice 
storage room, we noticed an unopened 
container of “pure” sodium nitrate pow- 
der. On close questioning concerning the 
use of this powder, the sausage produc- 
tion manager stated that this material 
was just recently obtained. The commer- 
cially prepared nitrite-nitrate powder pro- 
duced too fast a “cure” on some products, 
he explained, and he had ordered the 
“pure” sodium nitrate to correct this dif- 
ficulty. He knew of no “pure” sodium 
nitrate compounds ever having been used 
in the plant. 

Since the commercially prepared pow- 
der contained only 10 percent sodium ni- 
trite and sodium nitrate, about 36 to 40 
pounds of this material would have to be 
added to a 400-pound batch of meat to 
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Aminophylline 200 mg. 


Adult dose for severe attacks is a wineglassful (75 cc. or 5 tbsp. containing 
theophylline equivalent to 500 mg. aminophylline). Well tolerated. 


Elixophyllin data—Schluger, J., et al.: Am. J. M. Sci. 233:296, 1957; 
other data—Waxler, S. H. & Shack, J. A.: J.A.M.A. 143:736, 1950. 


ELIXOPHYLLIN 
©fherman Laboratories 


Literature on request 


Detroit 11, Michigan 


provide the concentration of 6,570 p.p.m. 
found in one sample of wieners. The 
amount of sodium chloride contained in 
36 to 40 pounds of the commercial prep- 
aration would have made the wieners 
very distasteful. Hence, it would seem 
that a product containing a larger con- 
centration of nitrate or nitrite (or both) 
than the powder would have had to be 
used to result in the quantities of nitrite 
reported by the laboratory. 

After our tour of the plant, we ob- 
tained information regarding personnel 
changes during recent months, disposition 
of broken and imperfect wieners, records 
of nitrite and nitrate inventories, and 
routine laboratory controls on the meat 
products. Investigations of these items, 
however, did not help us determine how 


the excessive quantity of nitrite got into 
the wieners and bologna. 

Many safeguards were taken to insure 
the accuracy of the chemical analyses. 
Two laboratories in addition to the State 
chemical-toxicological laboratory analyzed 
samples of the meat products, and all 
found similar nitrite concentrations. Lab- 
oratory examination of the commercially 
prepared powder used at the plant indi- 
cated that it did not contain more than 
the 10 percent sodium nitrite and sodium 
nitrate indicated on the label. The salt 
content of the wieners manufactured by 
the plant was found to be within normal 
limits. 

Laboratory analysis of samples of 
wieners manufactured by other plants 
using the same commercial nitrite-nitrate 
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will her arms be filled this time ? 


Improper maternal environment is often the 

cause of fetal loss. To help create an optimal 
environment for the maintenance of pregnancy, 
Nugestoral® supplies five agents now known to 
contribute to fetal salvage. A dose of three 
Nugestoral tablets per day throughout gestation will 


help bring your abortion-prone patients to term. 


mew for the abortion-prone patient 


NUGESTORAL 


Each tablet contains ethisterone (Progestoral®), 15 mg.; hesperidin complex, 
175 mg.; ascorbic acid, 175 mg.; sodium menadiol diphosphate (vitamin K analogue), 
2.0 mg.; dl, alpha-tocopherol acetate, 3.5 mg. In packages of 30 tablets. 


ORGANON INC. 


Orange, New Jersey 


preparation did not show the excessive 
amount of nitrites found in the products 
of the plant under suspicion. 

Bacteriological examination of samples 
of the suspected meat products did not 
reveal any organisms of the food-poison- 
ing type. 

Although we were unable to determine 
exactly how the additives were applied to 
the meat products to result in the exces- 
sive concentrations of nitrite, it seems 
most likely that a product containing a 
large quantity of nitrate or nitrite (or 
both) was mistakenly added to one or 
more batches of the wiener and bologna 
mixtures. Since the inventory controls 
of the additives weré haphazard and the 
code dating of the meat products was un- 
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reliable, we were unable to learn the date 
that the incident occurred. Had this in- 
formation been available, we could have 
directed our investigations to the events 
of the day in question. 


SUMMARY AND CONCLUSION 


In October 1955, an outbreak of 10 
cases of methemoglobinemia occurred in 
the New Orleans, La., area. Early evi- 
dence pointed to the ingestion of large 
amounts of nitrite in wieners and bologna 
as the cause. 

Investigation revealed that 9 victims 
had eaten wieners and 1 had eaten bologna 
manufactured by the same plant. Labora- 
tory analysis of 131 samples from retail 
stocks of meat products manufactured by 


this plant indicated that 17 samples con- 
tained nitrite concentrations in excess of 
200 p.p.m., the maximum amount per- 
missible under Federal and State regula- 
tions. The concentrations ranged up to 
6,570 p.p.m. A commercially prepared 
powder containing 10 percent sodium ni- 
trite and sodium nitrate was used rou- 
tinely in preparing the wieners and bo- 
logna. 

Exactly how the excessive quantity of 
nitrite got into the meat products could 
not be determined. It seems likely, how- 
ever, that a product containing a larger 
quantity of nitrate or nitrite (or both) 
than the commercially prepared powder 
had been added by mistake to one or 
more batches of the wiener and bologna 
mixtures. 

This outbreak demonstrates the need 
for effective meat inspection services in 
all meat packing plants. An official meat 
inspection program should be the aim 
and eventual goal of every State and mu- 
nicipality. In the meantime, all owners 
and employees of meat plants should be 
made aware of the dangers of careless 
handling of nitrates, nitrites, and other 
chemical additives. 


Since the occurrence of this outbreak, a 
similar incident was reported in Florida. 
Two children, a 4-year-old boy and a 15- 
month-old girl, from the same household 
became ill after eating uncooked wieners. 
The subsequent death of the 4-year-old 
child has been attributed to eating the un- 
cooked wieners. 
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Minor 

venereal diseases 
in the 

United States* 


Henry Packer, M.D., Dr.P.H.+ 


Chancroid, lymphogranuloma, venere- 
um, and granuloma inguinale, the so- 
called minor venereal diseases, have 
declined markedly in the United States 
during the past 10 years. 

This downward trend for the period 
1946-55 is based on the number of cases 
of each of the minor venereal diseases 
reported to health departments in the con- 
tinental United States. Reported cases of 
primary and secondary syphilis are in- 
cluded as a basis for comparing the rate 
of decline of the other venereal diseases. 

Although the decline rates of the minor 
venereal diseases are of lesser magnitude 
than the 94 percent for primary and sec- 
ondary syphilis they are quite impressive. 

The 10-year period subsequent to 1945 
provides a reasonably uniform population 
upon which to base a trend. The number 
of civilian cases reported prior to this 
period was affected by the large propor- 
tion of young adults in the military serv- 
ices. 


THEY HAVE TO BE 


SHARP 


BARD-PARKER RIB-BACK 


DETACHABLE SURGICAL BLADES 


must ‘survive’ a rigid series of progressive 
scientific tests to qualify as suitable for 
surgical use. Those that ‘pass’ are surgi- 
cally perfect and uniformly sharp through- 
out their entire cutting edge. They will re- 
main sharp and useful for longer periods 
...an important factor in economy when 


In probing the factors that may have | 
contributed to the decline, consideration | 


will be given to diagnostic procedures, 
contact investigation, and specific therapy 
of cases and contacts. Opinions regarding 
control procedures which may have influ- 
enced the trend were obtained from ques- 
tionnaires submitted to venereal disease 
control officers in the 10 States from 
which the greatest numbers of cases were 
reported during the 1946-55 period. 


CHANCROID 
Chancroid, the most prevalent of the 
minor venereal diseases during the decade 
under consideration, declined 68 percent. 
However, the use of definitive bacterio- 
logical methods for the diagnosis of 


on from Public Health Reports, April 
1957. 


_tDr. Packer is professor and chief of the di- 
vision of preventive medicine, University of 
Tennessee College of Medicine. 
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chancroid has been the exception rather 
than the rule in most clinics in this coun- 
try, and this diagnosis usually represents 
a clinical impression reached after ex- 
cluding syphilis. The designation of chan- 
croid may therefore be considered as a 
convenient wastebasket category for non- 
syphilitic ulcerative lesions of the geni- 
talia. 

At least one study of ulcerative genital 
lesions occurring in epidemic form among 
American soldiers in Japan has indicated 
that organisms other than Haemophilus 
ducreyi are capable of producing lesions 
of the genitalia resembling chancroid.* 
Japanese workers’ have reported that or- 
ganisms bearing a morphologic resem- 
blance to H. ducreyi were commonly 


found in prostitutes and that these could 
be easily mistaken for H. ducreyi with 
which they have no immunological rela- 
tionship. 

As mentioned above bacteriological 
methods are infrequently employed in the 
diagnosis of chancroid although their su- 
periority to clinical criteria has been 
demonstrated repeatedly. Studies during 
the past decade in this country confirm 
earlier reports that smears may be ex- 
pected to detect approximately 50 percent 
of infections, while cultures, the diag- 
nostic procedure of choice, will identify 
75 percent or more.** Although the skin 
test is positive in approximately 70 per- 
cent of cases, the limited sensitivity of 
this test during the early stages of infec- 
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ATHERO- 
GENIC 
INDEX 


Or 


% 


"Averages derived from the folk 


heart disease: 


Q Normal females: 188 9 
O Normal males: 284 
Males with coronary 9 aii 61 


Adapted from Gofman, J. W., and others: Mod. Med. 21:119 (June 15) 1953. 


HOW A DIZZY SPIN SPILLS THE FACTS 
about coronary disease and atherosclerosis 


Here’s research in grand style at the terrific 
speed of 60,000 RPM, with centrifugal fields 
reaching 300,000 g’s in the ultracentrifuge! 


The object: identification and quantita- 
tion of the giant molecules among the 
complex lipoproteins of the blood. 


Significance: elevation of certain blood 
lipids has been linked to the accelerated 
progression of coronary disease; disturbed 
lipid metabolism is suspected as a cause 
of atherosclerosis. Blood fractionation by 
ultracentrifuge has led to the develop 


This is but one phase of the vast research 
on disease states which apparently are 
associated with lecithin insufficiencies. 
Lecithin, a constituent of all cells and 
organs, emulsifier, and lipid transport 
agent, is the focal point of attention. 

Glidden’s "RG” Lecithin is the only 
lecithin made specifically for medically 
indicated dietary purposes. It consists of 
90% natural phosphatides in dry, free- 
flowing granules refined from soybeans. 


“RG” Lecithin is well tolerated and 


of atherogenic index values shown above: 
clinical atherogenic trends coincide with the 
atherogenic index obtained by this method. 


Application: the ultracentrifuge is now 
being used to investigate the influence of 
dietary supplementation with “RG” 
Lecithin upon atherogenic index values 
in patients. 


Glidden: 


RG® LECITHIN A dietary phosphatide supplement. 


‘The Glidden Company, Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, Ill. 


readily utilized by the body. There are no 
contraindications. It is usually given in 
amounts of one teaspoonful t.i.d. (7.5 
Gm.). (In current clinical research, 
amounts up to 60 Gm. daily are used.) 


A preliminary report on lecithin in 
health and disease has been published and 
is available to physicians on request. 


tion and the persistence of a positive re- 
action after recovery make the skin test 
of limited value in early diagnosis. For 
this reason, it is presently used only to a 
limited extent in venereal disease clinics 
in this country. 

There are no reports in the recent lit- 
erature indicating that contact investiga- 
tion has either been widely applied or has 
achieved any degree of success in con- 
trolling this disease. Our own experience 
in identifying sources of chancroid infec- 
tion has been disappointing. Female sexual 
contacts of our male patients generally 
reveal neither genital lesions nor or- 
ganisms resembling H. ducreyi. Reasons 
for this situation are not clear. In spite 
of the reduced incidence of chancroid we 
still lack basic information regarding the 
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natural history of this disease. The com- 
paratively rare observation of clinical 
manifestations of this disease in the fe- 
male remains to be explained and suggests 
that it exists in a latent form that is 
capable of inciting active clinical disease 
when transmitted to the male. This pos- 
sibility is further suggested by the report 
that approximately one-third of Negro 
hospital patients over 25 years of age had 
positive skin reactions although most of 
them denied ever having had ulcerative 
genital lesions.” This finding is confirmed 
by our own experience. 

Chemotherapy, employing the sulfona- 
mides, streptomycin, chloramphenicol, or 
the tetracycline antibiotics, has made the 
treatment of this disease simple and effec- 
tive. Failure to respond to such medica- 


tion should result in questioning of the 
diagnosis. The sulfonamide drugs and 
streptomycin are more widely used in 
view of their lower cost and lack of a 
tendency to mask a syphilitic infection. 


LYMPHOGRANULOMA VENEREUM 

The decline of 68 percent in the inci- 
dence of lymphogranuloma venereum dur- 
ing the last decade may be considered 
somewhat remarkable in view of the 
fact that, as for chancroid, identificatio: 
of sources of infection has not been « 
routine practice in most clinics. Further- 
more, doubt exists as to whether infec- 
tiousness is controlled by therapy, no 
matter how effective the therapy may be 
in resolving signs of the disease. 

The diagnosis and management of 
lymphogranuloma venereum are _handi- 
capped by the difficulty of identifying the 
etiological agent by ordinary procedures 
and by the limitations of the Frei test and 
the complement fixation test in differen- 
tiating past from present infection. Ac- 
cording to reports from a number of 
American cities, Frei tests performed 
upon adult Negro patients in the wards 
of general hospitals were positive for 40 
to 50 percent.’ The proportion showing 
positive complement fixation tests is even 
higher,’ suggesting that the complement 
fixation test is less specific than the Frei 
test. Also a number of workers have re- 
ported a lack of correlation between these 
two tests.” A high percentage of patients 
who are positive to both tests deny ever 
having had any of the typical clinical 
manifestations of lymphogranuloma ve- 
nereum. This suggests that subclinical in- 
fection is extremely common and that it 
probably has constituted a reservoir of 
infection. Under these conditions, the 
Frei test and the complement fixation 
test are of little value in tracing sources 
of infection. If the decline in reported 
cases of lymphogranuloma venereum is 
also reflected in a lower prevalence of 
positive skin tests and complement fixa- 
tion tests, these tests may prove to be of 
greater value in the future in identifying 
sources of infection. 

Another reason for the limited attempts 
to identify sources of infection of known 
cases of lymphogranuloma venereum is 
the uncertainty that specific chemotherapy 
can make such persons noninfectious. 
Results of a number of studies designed 
to determine whether the etiological agent 
of the disease can be isolated from ex- 
perimental animals or humans subsequent 
to specific chemotherapy raise consider- 
able doubt that eradication of organisms 
is achieved with regimens of therapy 
now in use.”*™ This leads one to wonder 
whether factors other than the making of 
patients non-infectious by therapy have 
played a role in the decline of lympho- 
granuloma venereum, although this fac- 
tor cannot be disregarded, since isolation 
of the infectious agent from tissue does 
not necessarily indicate infectiousness. 

Satisfactory clinical response to ther- 
any is readily achieved by administration 
of the sulfonamide drugs, chlorampheni- 
col, or the tetracycline antibiotics. Due to 
the greater cost of the tetracycline anti- 
biotics, the sulfonamide druvs are widely 
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employed in public clinics, and there is 
no evidence that they are inferior to the 
tetracycline antibiotics. Both forms of 
medication have been increasingly em- 
ployed for the treatment of the anorectal 
syndrome” with gratifying results, fre- 
quently making drastic surgical proce- 
dures unnecessary. 


GRANULOMA INGUINALE 


The decline of 78 percent in granuloma 
inguinale during the past decade is of 
considerable magnitude. As with chan- 
croid and lymphogranuloma venereum, 
credit for this decline cannot be given to 
efforts to identify sources of infection 
and to administer specific therapy to 
them. Granuloma inguinale is rarely en- 
countered in sexual contacts, in spite of 
the chronic nature of the ulcerative le- 
sions and the continued presence of the 
etiological agent, Donovania granulomatis, 
in the lesions. This suggests a low degree 
of communicability. 

The question has been frequently raised 
as to whether granuloma inguinale is 
truly a venereal disease. In spite of its 
equal distribution between the sexes, there 
is little epidemiological evidence of its 
venereal transmission. The possibility 
that granuloma inguinale represents an 
autoinfection from a fecal organism has 
been postulated from time to time, ™ 
and must be considered as a possible ex- 
planation of the origin of the disease, at 
least until better evidence of its sexual 
transmission is forthcoming. 

Diagnosis of granuloma inguinale by 


demonstrating D. granulomatis in smears . 


is a simple procedure. A high degree of 
success follows therapy with streptomy- 
cin, chloramphenicol, or the tetracycline 
antibiotics. Of interest is the increasing 
number of reports of granuloma inguinale 
of the cervix which have appeared in the 
recent literature.“ This condition is 
frequently mistaken for carcinoma, but it 
has a far better prognosis and responds 
readily to specific therapy. 


DISCUSSION 


The downward trend in the minor ve- 
nereal diseases, chancroid, lymphogranu- 
loma venereum, and granuloma inguinale, 
during the past decade has been gratify- 
ing. It is hoped that this is not a false 
picture created by the reduction of case- 
finding programs following the curtail- 
ment of funds for venereal disease con- 
trol during the period 1946-55. If the 
decline can be assumed to be a real one, 
it cannot be attributed to vigorous efforts 
to identify and treat sources of infection 
since such measures have been the excep- 
tion rather than the rule. The venereal 
disease control officers questioned, as well 
as the writer, are of the opinion that the 
following factors have contributed to the 
improved picture: 

1. Widespread use of sulfonamide drugs 
and antibiotics for other diseases may 
have reduced the reservoir of latent infec- 
tious cases of the minor venereal diseases. 

2. Improved personai hygiene practices 


following exposure to infection may have - 


resulted from the educational efforts of 
the Armed Forces during World War II. 
3. Improved socioeconomic circum- 
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stances in this country during the past 
decade may have influenced predisposing 
factors, such as family breakdown and 
prostitution. 

4. A successful attack has been waged 
against organized prostitution, which un- 
doubtedly helped to propagate these dis- 
eases. 

Notwithstanding this improved situa- 
tion, there are still many gaps in our 
knowledge of the natural history of the 
minor venereal diseases. 


SUMMARY 


The downward trend of the minor ve- 
nereal diseases, chancroid, lymphogranu- 
loma venereum, and granuloma inguinale, 
during the decade 1946-55 has been of 
considerable magnitude although less than 


that of primary and secondary syphilis. 
The sharper decline of the latter may re- 
flect more complete epidemiological 
knowledge, more intensive efforts in con- 
tact investigation, and more effective 
therapeutic weapons. This is the con- 
sensus of venereal disease control officers 
questioned regarding the factors believed 
to play a role in the decline of the minor 
venereal disease. 
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Experience 


in preventing 
dental fluorosis 
by using 
low-fluoride 
bottled water 


Norman F, Gerrie, D.D.S., M.P.M., and 
Florence Kehr, M.A.t 


The relationship between fluoride and 
dental health was first discovered in 1931. 
At that time it was learned that children 
with dental fluorosis had been born and 
reared in areas where excessive quanti- 
ties of fluoride were present naturally in 
water supplies.*? Subsequent epidemi- 
ological studies** and animal investiga- 
tions’’* have demonstrated an inverse re- 
lationship between the consumption of 
fluoride-bearing water and the prevalence 
of dental caries. 

The optimal level of fluoride in drink- 
ing water is about 1.0 p.p.m. F, with a 
slight adjustment permitted above or he- 
low that point for temperature. This 
level is effective in preventing dental 
caries and, at the same time, constitutes 
the threshold for dental fluorosis.° When 
the fluoride level of the drinking water 
exceeds the threshold, dental fluorosis 
makes its appearance, beginning with in- 
conspicuous manifestations. There is « 
proportionate increase in the percentage 
of the population affected by dental flu- 
orosis and in the severity of the condi- 
tion as the fluoride level increases beyor:! 
the threshold. In its milder forms, denta! 
fluorosis is objectionable only because 0° 
the cosmetic effect, but when the fluori«: 
level of a community water supply is 
high enough to produce the more sever 
forms, preventive measures are indicate’. 

The work of early investigators, in as 
sociating dental fluorosis with ingestior 


*Reprinted from Public Health Reports, Fe' 
ruary 1957. 

*Dr. Gerrie is chief of the Division of Dent: 
Public Health, Bureau of State Services, Publi: 
Health Service. When the study reported her: 
was made, he was chief of the Developmenta' 
Studies Branch of the division. Mrs. Kehr is 
a health program representative of the Public 
Health Service in Region 8, Denver, Colo. 
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of high-fluoride water during the devel- 
opment of the permanent teeth, has shown 
that the disease can be prevented by con- 
sumption of water of low-fluoride content 
during the first 8 years of life.** In an 
effort to apply this knowledge construc- 
tively, dentists and pediatricians of Colo- 
rado Springs, Colo., a community with a 
water supply high ni fluoride and with a 
correspondingly high prevalence of dental 
fluorosis, have recommended since 1935 
that parents provide their children with 
low-fluoride water during the develop- 
ment of the permanent teeth as a preven- 
tive measure against this disease. The lo- 
cal dairies have cooperated by supplying 
low-fluoride (0.2 p.p.m. F) bottled water 
from their private wells, delivering it to 
the homes with the milk. Many families 
have purchased this water. 

To evaluate voluntary use of low- 
fluoride water as a measure to prevent 
dental fluorosis, a study of the city’s 13- 
and 14-year-old children was conducted. 
First we investigated the extent to which 
the bottled water had been used. Second, 
we compared the prevalence of fluorosis 
and of dental caries in children who had 
consumed the bottled water with the 
prevalence in children who had consumed 
only the city water. 

Colorado Springs was the scene of pre- 
vious studies by Dean*” on the relation- 
ship of waterborne fluorides to dental 
fluorosis and dental caries, and by Rus- 
sell’ on the relationship to dental caries 
and periodontal disease. The city pos- 
sesses the following requisites for quan- 


titative evaluation’ of the effects of inges- - 


tion of high-fluoride water : 

1. The fluoride content (2.6 p.p.m. F) 
of the communal water supply is suffi- 
cient to cause dental fluorosis in a high 
percentage of continuous residents.* 

2. The history of the water supply dis- 
closes no relevant changes in its physical 
setup, source, or composition during the 
past 75 years. (Before initiating the 
study, a careful check was made of the 
water supply since 1935.) 


STUDY METHOD AND PROCEDURES 


The study information was collected 
during October 1953. The children select- 
ed for investigation included all available 
13- and 14-year-old white children who 
were born in Colorado Springs, who had 
resided in areas served by the city water 
supply system, and who had not been 
away from the city for more than 30 
days in any 1 year during the first 8 
years of life. 

The children were subjected to a strict 
screening procedure to exclude from the 
study any whose residence and water his- 
tories did not conform to the require- 
ments. Four separate checks were made. 
First, a questionnaire was sent to the 
parents, requesting information on all 
absences of the children from the city 
during their first 8 years and on the 
source of water consumed by the family. 
Second, another questionnaire was sent 
to the parents of children classified as 
eligible from answers to the first. This 
inquired into possible family residence in 
suburban areas not on the main city wa- 
ter system. Verification of the residence 
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and water histories was obtained by oral 
questioning of the mothers during home 
interviews, and a final check was made 
at the time of the dental examination by 
oral questioning of the children. 

During the home interviews, the moth- 
ers were questioned with respect to the 
early dietary of their children, particular- 
ly the use of bottled water and the period 
of its consumption. Information was se- 
cured on the water used in preparing 
formula and on the supplementary water 
customarily offered to the child between 
feedings, but not on the water used for 
cooking food eaten by the children. 

Dental examinations were made by a 
dentist using mouth mirror. No. 5 double 
end explorer, and portable operating light. 
Data were recorded on degree of fluorosis 


and on dental caries in all permanent 
teeth except third molars. Fluorosis was 
classified as very mild, mild, moderate, or 
severe. Since it was anticipated that 
much of the caries would be located in 
pits and fissures, the criteria for diag- 
nosis of beginning caries in those loca- 
tions were established as (a) penetration 
of the pit or fissure by the explorer tip, 
(b) the explorer to remain in place with- 
out pressure, and (c) the explorer to 
resist withdrawal. No areas in which the 
explorer caught were counted as carious 
in the absence of the objective signs of 
opacity or penetration of softened tooth 
structure. 

Subsequent to the dental examinations 
and the collection of data on residence 
and water consumption, the children were 
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divided into a study group composed of 
children who had consumed bottled water 
and a control group composed of those 
who had used only the high-fluoride cit; 
water. The periods during which bottle: 
water had been used ranged from as little 
as a week to as long as an entire lifetime 
This presented a problem: The inclusion 
of children who had consumed the bottled 
water for only a few weeks would dilute 
the study group with virtual counterparts 
of the control group. The inclusion ot 
only those children who had consumed 
the bottled water for the full 8 years o1 
tooth development, which would be de- 
sirable from the standpoint of determin 
ing the effect of ingestion of low-fluoride 
water on fluorosis and dental caries prev- 
alence, would not give a study group 
large enough to warrant serious conclu- 
sions. It was decided to set as the re 
quirement for the study group the con- 
sistent use of bottled water (in formula 
and as supplementary water) during at 
least the first year of life. This require- 
ment gave a study group of usable, al- 
though less than desirable, size. The first 
year of life was considered to be the 
most reliable continuous period during 
which bottled water was consumed. 

Qualifying for admission to either the 
study group or the control group were 
176 children. The study group (group I) 
was composed of 56 children who had 
consumed the bottled water for 1 year to 
14 years. Twenty percent of these chil- 
dren had consumed the bottled water for 
as long as 4 years. The control group 
(group II) was composed of 120 children 
who had consumed only city water. 


FLUOROSIS AND DENTAL CARIES 


Of the 56 children in group I who had 
received bottled water, 37.5 percent had 
fluorosis. Of 120 children who had in- 
gested city water, some evidence of the 
condition was found in 68.3 percent. The 
findings were consistent for both 13- and 
14-year-old children in both groups. 

In addition to the percentage of chil- 
dren with fluorosis, the dental fluorosis 
index,’ which describes the degree of 
clinical severity of the disease, was com- 
puted for each group. The index employs 
a formula in which a weighted value is 
assigned to each degree of fluorosis. It 
therefore provides a more meaningful 
epidemiological picture of the relative in- 
tensity of fluorosis prevalence in a group 
than may be obtained by simple numerical! 
count of those affected. The index range 
of 0.0 to 4.0 affords classification of the 
significance of fluorosis in a community 
from “negative” to “very marked,” with 
intermediate degrees of “borderline” (0.4- 
0.6), “slight” (0.6-1.0), “medium” (1.0- 
2.0), and “marked” (2.0-3.0). An index 
of 0.6 or greater indicates a problem of 
public health concern. 

The dental fluorosis index of group i 
was 0.75 as compared with an index o 
1.17 for group II. In 1940, Dean‘ report 
ed a dental fluorosis index of 1.3 for 404 
native white 12-, 13-, and 14-year-old 
children in Colorado Springs, an index 
slightly higher than the index of group 
II. Both 1.17 and 1.3 are classified as of 
“medium” significance. 
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The 11 children (20 percent) in group 
I who had consumed the bottled water 
for 4 years or more had a fluorosis index 
of 0.50. The remaining 45 children (80 
percent) who had used this water for at 
least 1 year but for less than 4 years had 
a fluorosis index of 0.84. 

The dental caries experience of the two 
groups shows that about half the children 
in each group were caries free. The 
DMF rate for the group which had used 
bottled water was slightly lower than the 
DMF rate for the group which had used 
city water, 1.41 as compared with 1.78 
DMF teeth per child. The difference, 
however, is not statistically significant. 


DISCUSSION 

Although the mothers appeared to ex- 
perience little difficulty in recalling, 13 to 
14 years later, details of their children’s 
dietaries, such as formula preparation, 
source of supplementary water, and 
length of time on bottled water, it is rec- 
ognized that there is possibility of errors 
of memory. This was more probable 
when there were several children in the 
family. This circumstance must be kept 
in mind in evaluating the observations 
presented here. 

It is possible that some, if not all, chil- 
dren in group I while on bottled water 
concurrently received variable amounts 
of city water through eating foods cooked 
in tap water or when the bottled supply 
was temporarily exhausted. It is likely, 
also, that as the children grew older, an 
increasing amount of city water was con- 
sumed from various sources outside the 


home, particularly after admission to -° 


school at age 6, and certainly, by those 
for whom the provision of bottled water 
was discontinued. This would cause the 
fluoride intake of group I to approach 
that of group II, thus tending to obscure 
the effects of the variable under consid- 
eration. It is impossible to know with 
exactness the extent to which the city 
water was consumed by group I; how- 
ever, these children revealed a fluorosis 
experience equivalent to that which is 
known to result from consumption of 
water with an average fluoride content 
of about 1.5 p.p.m. during the develop- 
ment of the permanent teeth.” 

Among the children who consumed low- 
fluoride bottled water for periods ranging 
from 1 to 14 years, 37.5 percent devel- 
oped fluorosis. In contrast, among the 
children who consumed high-fluoride city 
water throughout their lives, 68.3 percent 
developed fluorosis. If the percentage of 
fluorosis found in the latter group is con- 
sidered to represent normal fluorosis ex- 
pectancy in this city, and if the same 
proportion had prevailed in the group on 
bottled water, 38 children with fluorosis 
might have been expected instead of 21, a 
difference of 45 percent. 

The recommendation by pediatricians 
and dentists in Colorado Springs that 
children receive low-fluoride water to 
prevent dental fluorosis has resulted in 
measurable benefit. The prevalence of 
fluorosis in children for whom this prac- 
tice was followed for a year or longer 
was only half that observed in children 
who remained on the high-fluoride city 
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water. The greater percentage of individ- 
uals without fluorosis among the children 
who had received the bottled water shows 
a definite correlation with ingestion of 
this water. 

Nevertheless, the study indicates that 
this recommendation has not been prac- 
ticed widely and consistently. Relatively 
few parents had ever provided bottled 
water for their children, and very few 
had provided it during the full 8 years 
essential for prevention of fluorosis. Of 
the 176 children studied, less than one- 
third (56) had received bottled water for 
as long as 1 year, and only 20 percent of 
these had consumed it for more than 4 
years. 


The fluorosis index of the children on 
bottled water (0.75) falls in the objec- 
tionable range; about one-third of them 
had an undesirable degree of fluorosis. It 
is possible that the recommendation might 
have been more successful in achieving 
its objective if it had been more strongly 
brought to the attention of parents 
through a variety of sustained education- 
al measures. Of interest in this respect 
was the observation that several children 
were still consuming bottled water at 14 
years of age, indicating that their parents 
did not understand that it could be dis- 
continued at age 8. 

In view of the inadequate results ob- 
tained by voluntary use of low-fluoride 
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bottled water, defluoridation of the city 
water supply to an optimal fluoride level 
might be considered as an alternative. pre- 
ventive measure. Defluoridation would 
benefit the total child population, in con- 
trast to the existing practice which bene- 
fits only the few children who are given 
the bottled water consistently for the re- 
quired number of years. Furthermore, 
defluoridation would obviate the possibil- 
ity of children ingesting an excessive 
amount of fluoride from foods cooked in 
city water and from other sources. This 
is a likely circumstance as has been point- 
ed out. The cost of defluoridation consti- 
tutes a deterring but not insuperable ob- 
stacle to employment of this measure. 

The children on bottled water were not 
more susceptible to caries than the chil- 
dren on city water, an eventuality which 
might be expected to result from inade- 
quate fluoride intake. On the contrary, 
the ingestion of bottled water apparently 
had no effect on the percentage of chil- 
dren immune to caries at the age levels 
studied. This suggests that the children 
on bottled water received, at a time crit- 
ical to the development of caries-inhibit- 
ing factors, enough city water from vari- 
ous undetermined sources to produce the 
same degree of caries immunity as among 
the children on city water. Furthermore, 
they had a caries rate as low as that of 
the children who had ingested the city 
water. These observations indicate that 
the group I children had received an 
amount of fluoride of near-optimal level” 
with respect to caries prevention. 

The caries rates of both groups were 
extremely low, even when compared with 
caries rates in other communities with 
high-fluoride water supplies. In_ part, 
this may be accounted for by the exami- 
nation criteria employed, which described 
as carious only those pits and fissures 
which exhibited objective signs of caries. 


SUMMARY 


In 1953, a study was undertaken in 
Colorado Springs, Colo., to learn what 
success in preventing dental fluorosis had 
been achieved by the practice of recom- 
mending that children be given low- 
fluoride water during the development of 
their permanent teeth. For the past 75 
years, the water supply of this city has 
contained about 2.6 p.p.m. F, and the 
prevalence of dental fluorosis in continu- 
ous residents has been high. Since 1935. 
bottled water containing 0.2 p.p.m. F has 
been available from the local dairies. 

All available 13- and 14-year-old chil- 
dren who were lifetime residents of the 
city were the study subjects. From infor- 
mation obtained in home interviews with: 
mothers of the children, it was learned 
that only 56 children had consumed bot- 
tled water for as long as the first year of 
life, as compared with 120 who had con- 
sumed only city water. The period of 
use of bottled water ranged up to 14 
years, but only 20 percent of the 56 chil- 
dren had consumed the bottled water 4 
years or longer. Several children were 
still on bottled water at the age of 14, 
indicating that their mothers did not un- 
derstand that it could be discontinued at 
age 8. 
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Data from dental examinations provid- 
ed the following observations : 

1. Of the children on city water, 68.3 
percent developed fluorosis. Of those us- 
ing bottled water for varying periods of 
time, only 37.5 percent exhibited fluorosis. 
The lower percentage in the latter group 
may be attributed to the use of the bot- 
tled water. 

2. Many of the children who used the 
bottled water still demonstrated objec- 
tionable fluorosis, probably due to irreg- 
ular use of this water. The fluorosis 
index for the group on bottled water was 
0.75. 

3. About 50 percent of each group of 
children were free of dental caries, and 
there was no substantial difference in 
the DMF rate between the two groups. 

From these observations, it is conclud- 
ed that the practice of recommending the 
use of low-fluoride water has resulted in 
a reduction in the prevalence of fluorosis 
and that it has not adversely affected the 
prevalence of caries. However, defluori- 
dation of the city water supply to 1.0 
p.p.m. F would seem to be a more effec- 
tive means of preventing fluorosis. At 
the same time, it would assure consump- 
tion of water containing an optimum 
level of fluoride for prevention of dental 
caries by all children in the community. 
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Uses for morbidity 
statistics* 


Administrative planning: Statistics on 
the incidence and prevalence of illness 
and accidental injury and the resulting 
disability are used as a guide to adminis- 
trative planning and the evaluation of 


*Excerpts from ‘Proposal for Collection of 
Data on Illness and Impairments: United 
States,” report of Subcommittee on National 
Morbidity Survey, United States National Com- 
mittee on Vital and Health Statistics. Reprinted 
from Public Health Reports, January 1957. 


public health programs. Illustrative appli- 
cations of morbidity and disability sta- 
tistics include the ranking of public health 
problems in order of importance and the 
determination of how resources should be 
divided among various programs; check- 
ing the adequacy of notifiable disease re- 
porting; and analyzing trends of specific 
diseases to evaluate the effect of preven- 
tive and therapeutic innovations. 
Manpower problems: Another applica- 
tion of morbidity statistics, particularly 
those providing measures of disability, is 
in the field of manpower problems. To 
estimate the economic loss to industry 
resulting from morbidity, information on 
absenteeism owing to disease and injury 
is required. Data on the numbers of per- 
sons with chronic diseases and handicap- 
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ping conditions, and the employment 
status of such persons, will permit esti- 
mates of potential additions to the labor 
force. Statistics on the sickness rates of 
handicapped persons, as compared with 
the nonhandicapped, would be useful to 
industry and the armed services. 

Industrial use: The pharmaceutical and 
appliance industries have an interest in 
statistics in order to estimate the markets 
for particular preparations and appli- 
ances. Such information should include 
data on the utilization of medical services 
of various types, for example, the fre- 
quency of particular operations and of 
prescriptions and the use of hearing aids 
and artificial limbs. 

Health education: Accident prevention 
agencies require estimates of the national 
incidence of accidental injuries, by type 
and degree of disability. Estimates of 
the prevalence of cerebral palsy, multiple 
sclerosis, blindness, deafness, and many 
other diseases and impairments are need- 
ed by voluntary health agencies concerned 
with these conditions. 

Provision of health services: Morbid- 
ity data are often used as the basis for 
estimates of the needs for hospital facili- 
ties, nursing home beds, home care pro- 
grams, or other types of facilities or 
services. Such information may be used 
to. estimate the number of persons re- 
quiring rehabilitation services, to help in 
planning the extension of the scope of 
medical care insurance, and for similar 
estimates in the field of medical care. 


Medical research: While morbidity sta- 
tistics from surveys of the general pop- 
ulation are not suitable for making con- 
clusive tests of hypotheses in medical 
research, they can be useful in suggesting 
hypotheses for further testing. For ex- 
ample, information on the association 
between the incidence or prevalence of 
various diseases and demographic factors, 
such as age, sex, marital status, occupa- 
tion, and economic status, may point the 
way fer more intensive investigations. 
Likewise, data on the geographic distri- 
bution of diseases will sometimes provide 
clues to their causes. 
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Books received for review during the 
period from April 5 to May 5, are listed 
below. Reviews will be published as space 
permits. 


THE PRINCIPLES AND METHODS OF 
PHYSICAL DIAGNOSIS Correlation of Phys- 
ical Signs with Certain Physiological and Path- 
ological Changes in Disease. By Simon S. Leo- 
pold, M.D., Professor of Clinical Medicine, 
School of Medicine and Graduate School of 
Medicine, University of Pennsylvania; Chief of 
the Thoracic Clinic, Hospital of the University 
of Pennsylvania. Ed. 2. Pp. 537, with illustra- 
tions. Price $9.00. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1957. 


SURGERY: Principles and Practice. Edited 


by J. Garrott Allen, M.D., Professor of Sur- 
gery, University of Chicago; Henry N. Har- 
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kins, M.D., Ph.D., Professor of Surgery, Uni- 
versity of Washington, School of Medicine; 
Carl A. Moyer, M.D., Bixby Professor of Sur- 
gery, Washington University, School of Medi- 
cine, St. Louis; and Jonathan E. Rhoads, M.D., 
D.Sc. (Med.), Professor of Surgery, University 
of Pennsylvania School of Medicine and Grad- 
uate School of Medicine, Philadelphia. Cloth. 
Pp. 1495, with illustrations. Price $16.00. J. B. 
Lippincott Company, East Washington Square, 
Philadelphia 5, 1957. 


THE INVESTIGATION OF DEATH. By 
Donald Karl Markeley, M.D., Med. Sc.D. (Fo- 
rensic Medicine), Pathologist, Honorary Lec- 
turer in Forensic Pathology to the State College 
of Washington, Pullman, Washington; Former 
Pathologist, Royal Canadian Mounted Police. 
Cloth. Pp. 138, with illustrations. Price $4.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Ave., Springfield, Ill., 1957. 


SYNOPSIS OF GASTROENTEROLOGY. 
By Rudolf Schindler, M.D., F.A.C.P., Clinical 
Professor of Medicine (Gastroenterology), Col- 
lege of Medical Evangelists, Los Angeles, Cali- 


fornia; Consultant in Gastroenterology, Veteran- 
Administration, Long Beach. Cloth. Pp. 395 
Price $7.75. Grune & Stratton, 381 Fourtl 
Ave., New York City 16, 1957. 


SPINAL CORD COMPRESSION. By I. M 
Tarlov, M.D., Professor of Neurology and Neu 
rosurgery, New York Medical College, New 
York, New York. Cloth. Pp. 147, with illus 
trations. Price $7.50. Charles C Thomas, Pub 
lisher, 301-327 East Lawrence Ave., Springfield. 
Tll., 1957. 


PSYCHOLOGY Principles and Applications 
By Marian East Madigan, Ph.D., Specialist, Re 
search Department, Milwaukee Vocational and 
Adult Schools; Visiting Professor, Educationa! 
Measurement and Guidance, Summer Sessions, 
University of Arizona. Ed. 2. Cloth. Pp. 391, 
with illustrations. Price $4.75. The C. V 
Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1957. 


PROFESSIONAL PRACTICE MANAGE- 


MENT Considerations Pertinent to Successful 
Administration. By B. C. Egerter, D.S.C., 
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Comments on PATHIBAMATE from clinical investigators 


References: 1. Borrus, 
J.C.: M. Clin. North 
America, In press, 1957. 

2. Gillette, H. E.: Internat. 
Rec. Med. & G. P. Clin. 
169:453, 1956. 3. Pennington, 
V. M.: J.A.M.A., In press, 
1957. 4. Cayer, D.: 
Prolonged Anticholinergic 
Therapy of Duodenal 

Ulcer. Am: J. Dig. Dis. 
1:301-309 (July) 1956. 

5. McGlone, F. B.: 

Personal Communication to 
Lederle Laboratories. 

6. Texter, E. C., Jr.: 
Personal Communication to 


e “I find it easy to keep patients using the 
drug continuously and faithfully. I feel 
sure this is due to the desirable effect of 
the tranquilizing drug.”* 


e “The results in several people who were 
previously on belladonna-phenobarbital 
preparations are particularly interesting. 
Several people volunteered that they felt 
a great deal better on the present medica- 
tion and noted less of the loginess associ- 
ated with barbiturate administration.”* 


@ PATHIBAMATE...“‘will favorably influ- 
ence a majority of subjects suffering from 
various forms of gastrointestinal neurosis 
in which spasmodic manifestations and 
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e “In the patients with functional disturb- 


ances of the colon with a high emotional 
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F.A.A.C., Graduate and President, Ohio College 
of Chiropody; Past President, Chiropody So- 
ciety of Pennsylvania; National President, Al- 
pha Gamma Kappa Fraternity; General Chair- 
man, Region 3, Chiropody Science Conclave; 
National Chairman, Committee on Professional 
Economics N.A.C.; Professor of Practice Ad- 
ministration at Ohio College of Chiropody; Lec- 
turer at Post Graduate Courses on Professional 
Economics, Ohio Chiropodists Association, 
Southwest Chiropody Conclave, Massachusetts 
Chiropody Association, Temple University, and 
California College of Chiropody. Author, Se- 
curity in Chiropody. Cloth. Pp. 504, with illus- 
trations. Price $15.00. Pageant Press, 130 West 
42nd St., New York 36, 1957. 


TREVES’ STUDENT’S HANDBOOK OF 
SURGICAL OPERATIONS. By Sir Cecil 
Wakeley, BT., K.B.E., C.B., LL.D., D.Sc., 
M.Ch., F.R.C.S., F.R.A.C.S., F.A.C.S., Fellow 
of King’s College, London, Senior Surgeon to 
King’s College Hospital; Director of Surgical 
Studies and Teacher of Operative Surgery, 
King’s College Hospital Medical School; Senior 
Surgeon to the Masonic Hospital and Belgrave 
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Hospital for Children; Consulting Surgeon to 
the Royal Navy; Hunterian Professor, Royal 
College of Surgeons of England; Examiner in 
Surgery to the University of Cambridge; For- 
merly Examiner in Surgery to the Universities 
of London, Glasgow, Bristol, Sheffield and Dur- 
ham and the Royal College of Surgeons, and to 
the National Universities of Ireland and Wales; 
Temporary Surgeon Rear-Admiral in Her Ma- 
jesty’s Fleet. Ed. 10. Cloth. Pp. 594, with il- 
lustrations. Price $7.50. Paul B. Hoeber, Medi- 
cal Book Department of Harper & Brothers, 49 
East 33rd St., New York 16, 1957. 


Gifford’s Textbook of OPHTHALMOLOGY. 
By Francis Heed Adler, M.D., William F. Nor- 
ris and George E. DeSchweinitz, Professor of 
Ophthalmology, University of Pennsylvania 
Medical School; Consulting Surgeon, Wills Eye 
Hospital and Children’s Hospital of Philadel- 
phia. Ed. 6. Pp. 499, with illustrations. Price 
$8.00. W. B. Saunders Company, West Wash- 
ington Square, Philadelphia 5, 1957. 


SPEECH CORRECTION AT HOME. By 
Morris Val Jones, Ph.D., Director, Speech and 


Reading Clinic, Morrison Center for Rehabilita- 
tion; Instructor in Speech, Golden Gate College, 
San Francisco, California. Foreword by Her- 
bert C. Moffitt, Jr.. M.D., Chairman, Medical 
Advisory Committee, Morrison Center for Re- 
habilitation, San Francisco, California. Cloth. 
Pp. 138, with illustrations. Price $4.75. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Ave., Springfield, Ill., 1957. 


Principles of SURGICAL PHYSIOLOGY. 
By Harry A. Davis, M.D., C.M., F.A.C.S., 
Clinical Professor of Surgery and Director of 
Surgical Research, College of Medical Evan- 
gelists, Los Angeles Division; Senior Attending 
Surgeon, Los Angeles County Hospital, White 
Memorial Hospital, and California Hospital, Los 
Angeles, California; With a Foreword by Les- 
ter R. Dragstedt, M.D., F.A.C.S., Professor of 
Surgery and Chairman of the Department of 
Surgery, School of Medicine, University of Chi- 
cago. Cloth. Pp. 841, with illustrations. Price 
$20.00. Paul B. Hoeber, Medical Book Depart- 
ment of Harper & Brothers, 49 E. 33rd St., 
New York 16, 1957. 


THE CYCLOPEDIA OF MEDICINE, SUR- 
GERY, SPECIALTIES. Editor-in-Chief, George 
Morris Piersol, M.D. 1957 Looseleaf Revision. 
F. A. Davis Company, 1914-16 Cherry St., 
Philadelphia 3, 1957. 


ATLAS OF CLINICAL ENDOCRINOLOGY 
Including Test of Diagnosis and Treatment. 
By H. Lisser, A.B., M.D., Clinical Professor 
Emeritus of Medicine and Endocrinology, Uni- 
versity of California School of Medicine, San 
Francisco; Former President, The Endocrine 
Society; and Roberto F. Escamilla, A.B., M.D., 
Clinical Professor of Medicine, University of 
California School of Medicine, San Francisco; 
Civilian Consultant and Chief of Endocrine 
Clinic, Letterman Army Hospital, San Francis- 
co. Cloth. Pp. 476, with illustrations. Price 
$18.75. The C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3, 1957. 


THERAPEUTIC EXERCISE for Body 
Alignment and Function. By Marian Williams, 
Ph.D., Assistant Professor of Physical Therapy, 
Department of Allied Medical Sciences, School 
of Medicine, Stanford University; and Cath- 
erine Worthingham, Ph.D., Director of Profes- 
sional Education, The National Foundation for 
Infantile Paralysis, Inc. Paper. Pp. 127, with 
illustrations. Price $3.50. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1957. 


BLOOD AND BONE MARROW PAT- 
TERNS. By G. D. Talbott, M.D., formerly 
Chief of Medicine, 2750th Hospital, and Res- 
piration Section, Aero Medical Laboratories, 
Wright-Patterson Air Force Base, Dayton, 
Ohio; Elmer R. Hunsicker, B.S., formerly 
Chief of Laboratories, 2750th Hospital, and Res- 
piration Section, Aero Medical Laboratories, 
Wright-Patterson Air Force Base, Dayton, 
Ohio; and Jonah Li, M.D., University of Cali- 
fornia Medical Center, San Francisco. Cloth. 
Pp. 59, with illustrations. Price $12.00. Grune 
& Stratton, 381 Fourth Ave., New York 16, 
1957. 


OUTLINE OF FRACTURES Including 
Joint Injuries. By John Crawford Adams, M.D , 
(London), F.R.C.S., (England); Consultant Or- 
thopaedic Surgeon, St. Mary’s Hospital, Lon- 
don, and St. Vincent’s Orthopaedic Hospital, 
Pinner; Assistant Editor, Journal of Bone and 
Joint Surgery. Cloth. Pp. 248, with illustra- 
tions. Price $6.50. The Williams & Wilkins 
Company, Mount Royal and Guilford Aves., 
Baltimore 2, 1957. 


PHYSICAL EXAMINATION IN HEALTH 
AND DISEASE. By Rudolph H. Kampmeier, 
A.B., M.D., Professor of Medicine, Vanderbilt 
University School of Medicine; Visiting Physi- 
cian to Vanderbilt University Hospital; Chief 
of the Medical Outpatient Service, Vanderbilt 
University Hospital, Nashville, Tenn. Ed. 2. 
Cloth. Pp. 774, with illustrations. Price $9.50. 
F. A. Davis Company, Medical Publishers, 1914- 
16 Cherry St., Philadelphia 3, 1957. 


DISEASES OF THE NOSE, THROAT 
AND EAR. By Howard Charles Ballenger, 
M.D., F.A.C.S., Professor Emeritus of the De- 
partment of Otolaryngology, Northwestern Uni- 
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versity Medical School, Chicago; Surgeon, De- 
partment of Otolaryngology, Evanston Hospital, 
Evanston, Illinois; and John Jacob Ballenger, 
B.S., M.S., M.D., Associate in the Department 
of Otolaryngology, Northwestern University 
Medical School, Chicago; Associate Surgeon, 
Department of Otolaryngology, Evanston Hos- 
pital, Evanston, Illinois. Ed. 10. Cloth. Pp. 
968, with illustrations. Price $17.50. Lea & 
Febiger, Washington Square, Philadelphia 6, 
1957. 


TEXT-BOOK OF ORTHOPAEDIC MEDI- 
CINE Volume II. Treatment By Manipulation 
and Massage. By James Cyriax, M.D., (Can- 
tab.), M.R.C.P. (Lond.), Physician to the De- 
partment of Physical Medicine, St. Thomas’s 
Hospital, London. Ed. 5. Cloth. Pp. 373, with 
illustrations. Price $6.50. Paul B. Hoeber, 
Medical Book Department of Harper & 
Brothers, 49 E. 33rd St’; New York 16, 1957. 


PSYCHIATRIC NURSING. By Ruth V. 
Matheney, R.N., B.S., M.A., Chairman, Nurs- 
ing Science Program, Queens College of the 
City of New York; and Mary Topalis, R.N., 


B.S., M.A., Chairman, Department of Nursing, 
Fairleigh Dickinson University, Rutherford, 
New Jersey. Ed. 2. Cloth. Pp. 259, with illus- 
trations. Price $3.50. The C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 1957. 


MANUAL OF RADIATION THERAPY. 
By K. Wilhelm Stenstrom, Ph.D., Professor 
of Biophysics, Director, Section of Radiation 
Therapy, University of Minnesota Medical 
School; Collected by John B. Coleman, M.D., 
Clinical Instructor in Radiology; Revised with 
Additions and Discussions by Paul C. Olfelt, 
M.D., Clinical Instructor in Radiology, and 
Frances Conklin, M.D. Cloth. Pp. 94, with 
illustrations. Price $4.50. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Sprisy- 
field, Ill., 1957, 


THE AMERICANA ANNUAL 1957. An 
Encyclopedia of the Events of 1956. By Lavinia 
P. Dudley, Executive Editor of American 
Publications; and John J. Smith, Editor of the 
Americana Annual. Cloth. Pp. 900, with illus- 
trations. Price $10.00. Americana Corporation, 
New York, Chicago, Washington, D.C., 1957. 
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CHICAGO COLLEGE OF OSTEOPATHY 
JUNE 2, 1957 


Abend, Morton 
Brostman, John Robert 
Burke, Jr., Joseph William 
Carey, Thomas Roy 
Chatterley, Daniel Joseph 
Clark, Jack A. 
Cohen, Jay Macy 
Curtiss, R. G., Jr. 
DeVivo, Joseph Michael 
Dunlop, Richard Merritt 
Finazzo, Salvatore John 
Fuher, Jr., Joseph Benjamin 
Gierke, Louis William 
Gohn, Charles James 
Goldberg, Marvin 
Grosso, Frank Anthony 
Jackman, Norman 
Jensen, Fred James 
Karibian, Charles 
Katzen, Harold 
Katzowitz, Abraham Lewis 
Kaufman, Barry Ronald 
Kiester, Winfield Scott 
Knox, Robert Miller 
Kovach, Alexander Joseph 
Kramer, Eugene Peter 
Langford, Robert Henry 
Lawley, George Donald 
Leonard, Norman Harold 
MacKenzie, Donald Clyde 
Madorsky, Arthur 
Maughan, Matthew Joseph 
McCallion, William Pearse 
Menk, Rodney Bernard 
Mikros, Zacharia Constantine 
Mitros, Paul Peter 
Mitzel, Robert Drexel 
Nelson, Donald Edward 
Nersesian, Andrew Antranig 
Newell, John Alphonsus 
Ostrowski, (Taylor) Joan Margaret 
Paley, Albert Ernest 
Panagon, Nicholas Sophocles 
Peckham, Jr., Clinton Fred 
Pristou, Walter 
Rackliff, Jr., Herbert Lord 
Rasmussen, Chester Murray 
Ripple, Jr., Richard Faust 
Roeper, Ralph Herbert 
Roulier, Randolphe Glenn 
Russo, Joseph John 
Rutschow, Henry Wayne 
Scharmach, Francis Leonard 
Schneiderman, Franklin Jay 
Schulman, Charles Irwin 
Slowik, Edward Martin 
Sorgenti, Robert Louis 
Tripi, Vincent James 
Wexler, Jerry 
Williams, William Miles 
Winkler, Martha Valentine 
Wolbart, John Carl 
Woods, Edward Raymond 
Zager, George Anthony 


COLLEGE OF OSTEOPATHIC 
PHYSICIANS AND SURGEONS 
JUNE 21, 1957 


Able, Bernard Renault 
Ach, Bert 

Adkins, Morris Pardee 
Andrews, Clifford 
Autore, Guy Michael 
Barbour, Jr., Arthur Alexander 
Barnes, Clyde Joseph 
Baughman, John Allen 
Bernstein, Monroe Harold 
Bolger, Tommy Philip 
Bornstein, Jerome Lawrence 
Cangiano, Pasquale Louis 
Carlucci, Joseph S. 
Charland, Paul Vincent 
Cohen, Irving Morris 
Cole, Ralph Henry 
Companeitz, Achille Sacha 
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Dain, Jack Lawrence 
Davia, Mary Sylvia 

De Witt, James Edward 
Dostrow, Arthur Manfred 
Dow, Joseph Elwood 

Dyer, Geraldine Ysobel 
Edwards, Alfred Houston 
Ellis, Jr., Carl Vernon 
Esposito, Benjamin Edward 
Gallardo, Rudolpho Victor 
Gibbs, Robert Merwyn 
Gregg, Douglas Matheson 
Hansen, Robert John 
Harris, Elliot Albert 
Harris, John Vincent 

Hee, Wallace 

Jacobson, Edwin Henry 
Johl, Gulzar Singh 
Johnson, Samuel Smart 
Katz, Leonard 

Keller, Benjamin Franklin 
Khosrowkhah, Ali 

Kilhan, Albert Pierre 
Kirk, Lowell Orgill 
Klingsberg, Charles 
Knebel, August Frank 
Knight, Thomas Paul 
Koire, Bernard 

Koumas, Thomas 

Kraus, Leon 

Lee, Miles David 

Leiter, Lawrence Robert 
Lieberman, Leonard 

Low, Edmund Min Yip 
Magallon, George Anthony 
Martel, Julius 

Martin, Brice Taylor 
McGinn, Jr., Walter Edward 
Migliore, Joseph William 
Miller, Garth Dalton 
Mittleman, Edward 
Monteleone, Luigi 
Moreland, George Henry, Jr. 
Morris, Donald Lee 

Moss, James Lloyd 
Norville, Richard Allen 
Peirson, James Marlow 
Perlow, Milton 

Press, Howard Irving 
Reese, Patrick Francis 
Reiser, Lloyd Allan 
Ruderman, Herbert Charles 
Rukule, Michael Peter 
Sargent, Kenneth John 
Scavarda, Angelo 

Shaw, John Bliss 

Sirott, Stanley Alexander 
Snyder, James Davis 
Sorrentino, Frank 
Stafford, Janet Miles 
Stevens, Charles Sherman 
Townsend, Roger Clinton 
Van Wagenen, Rulon Eugene 
Van Wagenen, Stephen Lynn 
Wolf, Arno Oskar 

Wong, Richard Foo 
Wong, William Stanley 


Murphy, Charles Arnold 
Powell, Harold Sidney 
Pullum, Byrd 

Pullum, Lois Edith 
Pullum, Richard Ward 
Radnothy, Louis Joseph 
Rahi, Daher Boutros 
Rose, Paul Haran 

Russo, Charles Peter 
Salvati, David Thomas 
Schillinger, Ernest August 
Sefton, Tom Lyman 
Shapiro, Alvin Jack 
Sibley, Jr., Willie Frank 
Spirtos, Jack Nicholas 
Stepanski, Albert Joseph 
Stiggers, Harry Lee 
Susser, David 

Van Patten, Merrill Dean 
Vernior, William Joseph 
Waller, Maxwell Allen 
Weiner, Seymour Sherman 
Weiss, Bernard 
Weissinger, Robert Frank 
Wilson, Jr., Llewellyn 
Wilson, Walter Lynn 


KANSAS CITY COLLEGE OF 
OSTEOPATHY AND SURGERY 
MAY 31, 1957 


Armstrong, Paul E. 
Barnovitz, Donald Jerome 
Barrett, Ernest Clayton 
Belf, Robert Charles 
Bennett, Alfred Jack 
Biondo, Marion Francis 
Black, Jr., Albert L. 
Bonino, Thomas Henry 
Bumpus, James Clifton 
Cooksley, Fred Beynon 
Crane, John Norman 
Cunicella, Nicholas Arthur 
Cunningham, Cecil George 
D’Angelo, Vincent Francis 
Davis, Kingsley LeRoy 
Denka, George Arthur 
Dingman, Lynn William 
Dobson, Lawrence Albert 
Dunford, Homer Wayne 
Farber, David Charles 
Flanagan, Gerald Patrick 


What is the best way 
to lose weight? 


9 


What happens to your obese patients 
AFTER their hunger is suppressed? It’s 
true, amphetamines and similar drugs 
po kill hunger pangs and po help many 
patients cut the amount of food eaten. 
BUT... USE OF APPETITE DEPRESSANTS 


IS A HALF-MEASURE! 


Obesity demands nutritional care. That 
is why you are urged to try the 
Dietene Diet that premotes weight 
loss through sound nutrition . . . assures 
patient cooperation . . encourages the 
sensible eating habits necessary to 
maintain ideal weight. 


Whatever program you now follow, the DieTENE DIET 

assures you a safe, more natural way to give NEW help to 
obese patients. It is based on INSTANT DIETENE, the only 
reducing supplement approved for advertising in the 
Journal of the American Medical Association. 


The DiETENE DIET promotes weight loss through nutri- 
tional therapy alone. Patients receive FULL nutritional 
support through a dietetically correct 1000-calorie diet 
and between-meal DIETENE milk shakes. Safe for cardiacs 
and hypertensives. 


Zavenelli, William Angelo 


Try the 
DIETENE 
DIET 


(USE COUPON BELOW) 


DES MOINES STILL COLLEGE OF 
OSTEOPATHY AND SURGERY 
MAY 31, 1957 


Atwood, Jr., Chase Carlos 
Baker, John Christopher 
Briar, Jack Raymond 
Cacioppo, Dino Thomas 
Conn, Bernard L. 

Crum, Howard Paul 
Cucuiat, Andrew 

Dash, Bernard 

Epstein, Irving 

Eubanks, William James 
Farmer, Edward K. 

Fuss, Robert John 
Georgeson, Byron Paul 
Gilman, Leon 

Glanton, Donald Eugene 
Harris, Harry Edward 
Teck, Saul 

Kadletz, Edward Roger 
Kaufman, Samuel William 
Kay, Bernard Melvin 
McLaughlin, Robert Carl 
McSwain, Jr., David Louis 
Miller, Lamar Carl 


THE DIETENE COMPANY DO-67 
3017 Fourth Ave. So., Minneapolis 8, Minn. 
PLEASE SEND ME—FREE—a one pound can 
of Instant DieTENE Reducing Supplement (reg- 
ular $1.89 size) and an analysis of the DieTENE 
Diet (Free supply of DieTene Diet SHEETS 
included.) 


State 


Voi. 56, JuNE 1957 
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¢ LETTERHEADS 
ENVELOPES 
BILLHEADS 

STATEMENTS 
¢ APPOINTMENT and 
PROFESSIONAL CARDS 


Accurate, clean-cut letterpress 
work on highest quality materials. 
Satisfaction guaranteed. 


PUBLISHING CO. 


265 University Ave., Champaign, Ill. 


A book filled with those 
hints of physical exami- 
nation that make a com- 


petent bedside clinician. 


Leopold’s 
Physical Diagnosis 


See front cover of this 


Journal for more details. 


W. B. Saunders Company 


West Washington Square 
Philadelphia 5, Pa. 


Please send me Leopold’s Physical 
Diagnosis. $9.00. 


Fox, Arno!d 
French, Everett Earl 
Galla, Lawrence Joseph 
Gard, Keith LeRoy 
Gass, Gerald Charles 
Giglio, Peter John 
Glick, Stanley Nathan 
Gramer, Jack Harold 
Greer, Lawrence 
Haltzman, Harry William 
Harenberg, Henry 
Hartelius, Ebbe 
Hartman, Leo Leslie 
Howlett, Leonard Dickson 
Indin, Bert Melvin 
Isenberg, Seymour Stanley 
Izbicki, Robert Joseph 
Jackson, Murray Howard 
Johnson, William Merle 
Karlow, Herbert 
Kennedy, Donald Leland 
Ketcham, Michael Loren 
Klitenic, Simon 
Kondik, Michael Anthony 
Lalli, Eugene Edward 
Langnas, Joseph Herman 
Lindsay, Albert Lovell 
Loniewski, Edward Anthony 
Looper, Omer Joe 
Magiera, Daniel James 
Marts, Reed Evert 
Masters, William Robert 
Misasi, Sam 
Moor, John William 
Morgan, David 
Murphy, Robert Francis 
Murray, Patrick George 
Paoni, Adam George 
Parsa, Jalil 
Patzakis, Nick John 
Pressley, James William 
Pritchard, Murray Thomas 
Rhode, William Joseph 
Ryan, James John 
Salanon, Paul Oscar 
Schirmer, Robert Francis 
Schoon, N. Lewis 
Segal, Leonard Barnett 
Smith, James Jess 
Solit, Marvin 
Stanley, Henry S. 
Steinberg, Martin Ross 
Stevin, Leo George 
Stoops, Dale 
Sullivan, Clarence Bennette 
Taft, James Edward 
Tedrick, Richard Henry 
Thompson, Ted Burton 
Todd, Arnold Carson 
Van Kleeck, Jr., William Jay 
Vercler, Marvin Eugene 
Wank, John Harold 
Ward, Robert Campbell 
West, Walker Wyndham 
Williams, Thomas Alfred 
Wintermute, Dean Edward 
Wisby, Melvin LeRoy 
Wood, Eugene Royce 


Adams, Bruce Edgar 
Bass, Millard 

Bellenson, Leonard 
Caldwell, Alton Brown 
Carponter, John Dymeke 
Chesnick, Jr., John 
Cleveland, Heber Howe 
Coupe, George Henry 
DeCosmo, Jr., Johnny B. 
Dumke, Jr., Arthur M. 
Dye, Kenneth E. 

Elston, Daniel Paul 
Emling, Frederick Arnold 
Ferguson, Harold Allen 
Gaggos, Peter Harry 
Goeke, Jr., Edward Jerome 
Greene, David Brewer 
Grzwienski, Louis Henry 
Hadad, Richard C. 
Harakal, Jr., John Harry 
Herrick, James 

Hoehn, William Gilbert 
Houghton, Raymond L. 


Hunt, Jr., Howard H. 


KIRKSVILLE COLLEGE OF 
OSTEOPATHY AND SURGERY 
JUNE 8, 1957 


QUICK 
RELIEF 


From 
Surface Pain 
and Itching 


AEROSOL 


Quick Topical Anesthetic for Office Use 


Published clinical reports. show nothing re- 
lieves surface pain and itching like Ameri- 
caine . . . because only Americaine contains 
20% dissolved benzocaine, Americaine relieves 
fast, sustains relief from 2 to 6 hours. In Oint- 
ment or handy Aerosol Spray for office use. 
Write for details. 


Abrasions 
Hemerrholds 
Post-Episiotomles 
Dermateses 


Also Available 
Americcine Topical 
Anesthetic Ointment 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Illinois 
In Canada: Brent Laboratories, Ltd., Toronto 


OFFICIAL 
AUTOMOBILE EMBLEM 


Recognized by many local and state 
police departments. 


Supplied only to members of the 
American Osteopathic 


Association. 


American Osteopathic Assn. 


212 E. Ohio St. Chicago II, Illineis 


Journat A.O.A. 
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Protective 
Coating 
with 


FAST ACTING REACTIVE GEL 


Prescribe’ Monodral® Mebara 
in conjunction with Creamalin 


Protective coating and mild 
astringent effect of CREAMALIN 
promote healing of peptic ulcer. 


CREAMALIN 


Inhibition of 
vagus nerve by 
MONODRAL with 
MEBARAL results in 
reduction of acidity 
and hypermotility 


From 2 to 4 teaspoonfuls Creamalin liquid Tiquid and 16 fl. oz. 
Creamalin tablets — bottles of 50 and 200. 


or from 2 to 4 Creamalin tablets (well 
chewed) every two to four hours, with a 


small amount of water or milk. 


BORATORIES 
Creame!in (brand of aluminum hydroxide gel}, Monodral (brand of penthienate) EW YORK 18, N.Y. 


and Mebarat (brand of mephobarbitel), trademarks reg. U.S. Pat. OF. 
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MONODRAL 


TABLETS 
Potent ANTISECRETORY » ANTICHOLINERGIC + SEDATIVE 


Functional and Organic Control 
Irritability and Tension 
oll 
« 
i Monodral bromide 5mg. | 
Dependabl lof hyperacidity and hyper- 
Dependable control of hyperacidity and hyper- 
motility. Soasmolysis. Prompt and prolonged 
pain re ief. Tranquillity without drowsiness. 
Peptic ulcer, 1 or 2 tablets three or four times 
daily. Other gastro-intestinal disorders, tablet 


prescribe 
braces 
Comfortable e Rigid Support 


Washable e Time Saving 
Immediately Available 


Blair Spinal 
Hyperextension 
Brace for posi- 
tive hyperexten- 
sion offers least 
patient discom- 
fort. Washable, 
odorless. Frame 
telensepes for height and width. Rotat- 
ing pads at sternal and pubic areas 
eliminate pressure edges. 


Chair Back 

Brace is recom- 

mended to sup- 

port the lower 

lumbar spine 

limiting lateral 

and extension 

motion. All sizes 

12” high with adjustable features. 
Front made of cream coutil. 


Camp's Plastic 
Cervical Brace 
has four adjust- 
able chrome 
plated posts to 
allow full pos- 
terior and an- 
terior adjust- 
ment. Functionally correct in design, it 
assures patient comfort with pads con- 
structed of foam rubber fused to a soft 
cotton facing and fully adjustable 
straps. 


Cervical, Taylor Type, Knight Spinal 
and Goldthwait Braces available at 
Camp Authorized Dealers. 


SUPPORTS 
JACKSON, MICHIGAN 
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/n Constipation... 
TREAT THE COLON KINDLY 


Promote Favorable 


Intestinal FLO RA 


Borcherdts 


malt soup extract 


¢ Promotes growth and activity of favorable aciduric bac- 
teria in the colon 


Softens hard, dry stools for easy passage 


Provides gentle stimulus to peristalsis, and helps restore 
normal bowel function 


In addition, Malt Soup Extract gives the nutritive, tonic 
effect of choice barley malt extract—a gentle “lift” for 
thin, under-par patients of all ages. 

1 or 2 Ths. in the day’s formula 


powoer | CHILDREN: 1 or 2 Tbs. with breakfast and at 
4 bedtime, by spoon or.in milk. 


ADULTS: 2 Tbs. A.M. and 2 Tbs. P.M. a 
stools are soft, then 1 or 2 Tbs. by spoon, 
LIQUID coffee or milk. 


FORMULA processed non-diastatic malt extract 
A with potassium carbonate. 


NOW 2 FORMS LIQUID-in 8 oz. and pint jars. 
POWDER-in 8 oz. and 16 oz. jars. 


Send for samples, 
literature 4 
vublished references 


BORCHERDT COMPANY 217 N. Wolcott Ave. Chicago 12, Ill. 


In Canada: Chemo-Drug Company, Ltd., Toronto 


FOR OLDER PATIENTS... ° 5 
“Loathing Reliog 


Urolitia can be given over long pericds... 
without toxicity, without irritation, without 
drug fastness . ... to keep the urine free from 
coli, S. albus, S aureus. . Promptly 
soothes the irritated membrane while 
viding bacteriostasis. 


METHENAMINE 
URINARY 
ANTISEPTIC 


Cobbe Div., BORCHERDT MALT EXTRACT 


217, N. Wolcett Ave., Chicago 12, !I! 


| 
| \ y °F 
Le 
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i 
4 
4 
Borcherdt 
is 
DOSE: | 
One tbs. in cup 
worm water gid, 


Blinick and Kaufman—Modern Office Gynecology 
Ry GEORGE BLINICK, M.D., F.A.C.S., New York armieessiog 
College of Medicine, New. York, N. Y.; and SHERWIN A. 
KAUFMAN, a F.A Beth Israel’ Hospital, New York, 
N. Y. 218 pages, Sgr ” 47 illustrations. ew. $4.50. 


Quick—Hemorrhagic Diseases 
By ARMAND J. QUICK, Ph.D., M.D., Marquette University 
Sehool of Medicine, Milwaukee, Wisconsin. 451 pages. Illustrated. 
New. 


Hewitt—Alcoholism 


A Treatment Guide’ for General Practitioners. 
HEWITT, M.D., Los Angeles, California. 112 pages. 


Zimmerman, Netsky and Davidoff—Atlas of Tumors 


of the Nervous System 

By HARRY M. peels, M.D., MARTIN G. NETSKY, 
M.D., and LEO M. DAVIDOFF, M.D., Montefiore Hospital, New 
York, N. Y. 191 pages, 7” 10". 277 "illustrations, 233 in celor, 
4 tables. New. $25.00. . 


Wintrebe—Clinical Hematology 
By MAXWELL M. WINTROBE, M.D., Ph.D., University of 
Utah, College of Medicine, Salt Lake City. 1'184 pages, 236 
illustrations and 20 plates, 18 in color. 4th edition. $15.00. 


Ballenger and Ballenger—Diseases of the 


Nose, Throat and Ear 

By HOWARD C. BALLENGER, M.D., F.A.C.S., and JOHN 
BALLENGER, B.S., M.S., N.D., Northwestern University Medi 
cal School, Chicago. 968 ar 550 illustrations and 11 plates in 
color. New 10th edition. 


Stimson—Manual of Fractures and Dislocations 
By BARBARA B. STIMSON, A.B., M.D., Med. Sc.D., F.A.C.S., 
St. Francis Hospital, Poughkeepsie, 'N. Y.” 224 pages, 97 illustra: 
tions. 3rd edition. $4.5 


By DONALD W. 
New. $3.00. 


Washington Square 


YOUNG'S 
RECTAL 
DILATORS 


FOR RECTAL AND VAGINAL USE 


Rectally For: 


@ Spastic Constipation 

Anal Stricture . . . Prolapse 
@ Post-hemorrhoidectomy 

@ Post-fistulectomy 


Gently stretch tight, spas- 
tic, or hypertrophic sphinc- 
ters. Help train defecation 
reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for progressive 
therapy. Infants: In flex- 
ible rubber. Children and 
Adults: In bakelite. 


Vaginally For: 


@ Dyspareunia 
Vaginismus 


@ Perineal Repair 
Send for Literature 


Ty F. E. YOUNG AND COMPANY 


8057 Stony Island Ave., Chicago 17, Ill. 


LEA & FEBIGER BOOKS 


Stimson and Hodes—Common Contagious Diseases 
By PHILIP M. STIMSON, A.B., M.D., Cornell University Medi- 
cal College; and HORACE L., "HODES "AB., M.D., Mount Sinai 


Hospital, New York, N. 624 pol 84’ illustrations and 10 
oe 50 8 in color. 16 tables. Flextble binding. New 5th edition. 


Schwartz, Tulipan and Birmingham—Occupational Diseases 


of the Skin 
ce LOUIS SCHWARTZ, M.D., U. S. Public Health Service 
(Retired); LOUIS TULIPAN,’ M.D., New York University, 
N. Y.; and DONALD J. BIRMINGHAM, M.D., U. S. Public 
Health Service and University of Cincinnati College of Medicine, 
Cincinnati, Ohio. 981 ~~ 189 illustrations. 2 plates in color 
New 3rd edition. $18.00. 


Default—Diagnosis and Treatment of 


Pulmonary Tuberculosis 

By PAUL DEFAULT, M.D., F.A.C.P., Rutland State Sanatarium, 
Rutland, Massachusetts. About 350 pages. Illustrated. New 2nd 
edition. Just ready. 


Wohl and Goodhart—Modern Nutrition in 


Health and Disease 

55 CONTRIBUTORS. | MICHAEL G. WOHL, M.D., Hahne.- 
mann Medical College and ny Philadelphia, Pa.; Ki and ROB- 
ERT S. GOODHART, M.D., The National Vitamin Foundation, 
unse” York City.’ 80 illustrations. 127 tables. 


Katz and Pick—Clinical Electrocardiography. 


I. Arrhythmias 
With an ane of Electrocardiograms. By LOUIS N. KATZ, A.B., 
M.D., F.A.C.P., University of Chicago; and ALFRED 


1062 pages. 


M.A 
PICK, M.D., Michael Reese 7 free Chicago, Illinois. 737 pages, 
7” x 10”. 


LEA & FEBIGER ~* 


415 illustrations. $17. 


Philadelphia 6, Pa. 


MODERNIZE YOUR OFFICE 


Designed to make your work faster « easier « 
more pleasant 

Your Aloe representative will provide graphic, 
specific assistance in the planning of your new office 
or modernization of existing facilities. Write today 
for our colorful new brochure describing STEELINE 
practice-tested equipment. No cost or obligation, 

of course. Dept. 116. 

14 fully-stocked 
divisions... 

coast fo coos? 


a.s. aloe company 
1831 OLIVE STREET © ST. LOUIS 3, MO. 


Journat A.O.A. 
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Jennings, David George 
Jorgensen, Thorlief V. 
Kelso, Elmer Lee 
Kerscher, Duane Joseph 
Landis, Walter Wesley 
LeMaster, Frederick Charles 
Masters, Luther Andrew 
Mazzi, James Albert 
Midla, George Edward 
Myers, E. Delmar 

Pappas, Nicholas Anthony 
Pazak, William John 
Pearson, Robert 

Petersen, Donald Max 
Petuskin, Melvin 
Prestine, Arthur Paul 
Quarters, Jack Ellwood 
Riley, Robert Joseph 
Rymers, Gaillard Thomas 
Schissel, Robert Allen 
Schreiber, David Abraham 
Schury, Arno Benjamin 
Slye, Robert Eugene 
Solomon, Frederick 
Stander, Ronald 

Stanley, Morton 
Stefanacci, Richard George 
Stinson, Harold Sentre 
Stolz, Ralph Edward 
Swofford, Peter Jay 

Tolly, Warren Howard 
Valuck, Richard Paul 
Walker, William Leroy 
Ward, Harold M. 

Willis, Robert Lee 
Woolbright, Jimmie Lee 


PHILADELPHIA COLLEGE OF 
OSTEOPATHY 
JUNE 9, 1957 


Amalfitano, Albert Raymond 
Atella, Ernest Francis 


Athens, William John 
Atkins, Anita Henrietta 
Atkins, Robert Lawrence 
Austin, Eugene Park 
Barker, 3rd, Samuel Pruyn 
Bear, Robert Souders 
Belsky, Daniel Harvey 
Bilski, Stanley William 
Blank, Bernard Ephraim 
Broskey, Richard David 
Burge, Jr., Lester Kiehle 
Carnicky, Richard Benedict 
Castiglione, Ettore Richard 
Chace, Henry Van Antwerp 
Charney, Norman Murry 
Charnov, Paul K. 

Ciminera, Anthony Silvio 
Cooper, Arthur 
Coopersmith, Morton Gerson 
Criscione, Joseph Paul 
Deighan, Jr., Richard Anthony 
DeMarco, Arthur Frank 
Duncombe, Ruth C. 
Eberhardt, Herman L. 
Fina, Leonard Robert 
Flicker, Jerome I. 

Foster; Howard Reinert 
Fox, Allan Robert 

Garland, Theodore Charles 
Giuliani, Charles Octavius 
Goodman, Donald Alfred 
Greer, IIT, Robert Collins 
Harding, Jr., John T. 
Heiser, Jr., John Joseph 
Herrick, Jr., Stuart Benjamin 
Hershey, Herbert Stanley 
Hockstein, Richard David 
Jaspan, Melvin George 
Jordan, Lawrence Joseph 
Keller, Alexander J. 

Kip, 2nd, Walter Stanton 
Kirifides, Lazarus M. 
Kliger, Erwin Harris 

Knee, Norman Stanley 
Kramlich, James Clauser 
Kuehn, Herman Peter 


Kuiper, Dale Wayne 
Leone, Anthony Girard 
Lindenbaum, Ellis Jesse 
Longenecker, William Walter 
MacAuslan, Robert C. 
Majka, Michael Alfred 
Malamut, Marvin Hirst 
Mallon, James Joseph 
Marturano, Anthony Vito 
Masterson, Eleanor Virginia 
Miller, Lawrence Edward 
Montrom, Stanley Charles 
Papp, Michael J. 

Pappas, Arthur George 
Pearson, Robert William 
Pepe, Harry Nicholas 
Photis, John Christos 
Pomerantz, Burton 

Port, Elliot Bentley 
Ravetz, Robert Samuel 
Rea, James Frederick 
Reber, Lothar Gert 
Redlitz, Milton Roger 
Rente, Frederick Woodville 
Robb, Leo Joseph 

Rorro, Louis Michael 
Rosner, Marvin Lowell 
Rowley, Maurice Swartout 
Saponaro, Philip Peter 
Sarama, Francis Thomas 
Schmidt, William Albert 
Shumway, Douglas Keith 
Slifer, Harry L. 

Snow, Robert Marshall 
Spear, Joseph Edgar 
Stanton, Donald Franklin 
Stein, Edward Zachary 
Sulman, Jerome Herbert 
Triehy, Herbert Elmer 
Vasile, Salvatore Robert 
Wagner, Jr., William Carl 
Weiser, Burton Kenneth 
Weiss, Paul William 
Whitaker, Richard Wilmot 
Willoughby, Jr., Walter Owen 
Xanthopoulos, James E. 
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Relieved of symptoms but still alert... 
is the patient for whom you prescribe 


for “...effective control of allergic 
symptoms with 
little risk of sedation...” 


CLISTIN dosage forms: 

Tablets Clistin, 4 mg, 

Tablets Clistin R-A (Repeat Action 
Tablets Clistin, 8 mg.) 

Elixir Clistin, 4 mg. per 5 cc. 


1. Johnson, H. J., Jr.: Am. Pract. & Digest. 
Treat. 5:862 (Nov.) 1954. 

2. Beale, H. D.; Rawling, F. F. A., and 
Figley, K. D.: J. Allergy 25:521 (Nov.) 1954. 


CLISTIN 


Carbinoxamine Maleate 


A “... potent antihistaminic drug with only weak 
sedative properties...’ Clistin is right 


...for the patient who must remain wide awake 
and on the job in spite of his allergy 


...for the very young allergy sufferer 
...for ALL your allergy patients 


| McNEIL | 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


Journat A.O.A. 
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New Zylax 
Tablets for Fast But 
Gentle Laxation 


RESULTS OVERNIGHT 

NO GRIPING OR CRAMPING 

NO SIDE EFFECTS 

SUGAR FREE 

CONVENIENT FOR ADULTS AND CHILDREN 


Ingredients per tablet: 


Active ingredient— 
Isatin (for the laxative 


effect of prunes) 5 mg. 
Debittered brewer’s dried yeast 160 mg. 
Sodium carboxymethylcellulose 300 mg. 


Please write for Zylax samples 


Literature available on other prod- 
ucts: 
Zymenol, a laxative emulsion con- 
taining healthful brewer’s yeast. 
Zymelose Tablets with brewer's 
dried yeast and bulk-forming 
SCMC. 
BSP Liquid, the new product that 
helps prevent or heal bedsores. 


Otis E. Glidden & Co., Inc. 


Waukesha 35, Wis. 


the answer to restful... 
NATURAL sleep for your patients 


SPINE-A-LINER® 


first natural sleep equipment ever designed 


PATENT NO. 626,961 


The patented Spine-A-Liner opens a whole new, 
promising world of rest . . . relaxation . . . comfort 
to your patients! Designed to keep the “spine-on: - 
_a-line”, it provides FLAT and FIRM SUPPORT for 
deep, refreshing sleep. Made to fit any size bed, 
Spine-A-Liner has no springs, no buttons or tufting 
. nothing to interfere with natural, straight-line 
repose. 


Recommended now by many Osteopathic Physicians. For free brochure 
giving complete details of.patented features, write: 


Front and Allen Streets Allentown, Pa. 
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BETHCO BEDDING CORPORATION 


Fischer Offers Today’s Greatest 
Values in X-Ray, Fluoroscopic, UI- 
trasonic, Short Wave Diathermy and 
Low Voltage Equipment 


Investigate H. G. Fischer 
& Co. products before 
you invest. Dollar for Dol- 
lar they are the Greatest 
Values in the industry — 


oe Unsurpassed in HIGH 
«QUALITY of material, 


workmanship, and per- 
formance. 


Established in 1910, the 


‘*Spacesaver’’ X-Ray 
oro Ma.’ Company now has a list 


of well over 100,000 satis- 
fied users. 


Check items of interest in 
the coupon below and 
mail it to us. Descriptive 
and illustrated literature 
will come to you prompt- 
ly. You will not be obli- 
gated in any way. 


Ultrasonic 
F.C.C. | 


Approved 
Franklin Park, Illinois 


H. G. FISCHER & C s (suburb of Chicago) 


Established 1910 | 
Manufacturer of X-Ray, Physical Medicine and Rehabilitation Equipment } 


Fe | 


Franklin Park, Ill. 


5H. G. FISCHER & CO., 9451-91 W. Belmont Ave., 
. Please send, without obligation, full information on: 


: © "MULTI-SERVICE" Radiographic-Fluoroscopic Unit, 100, 200, or 300 M.A. 

FISCHER “'Spacesaver" ‘way and Examining 
Table [J 30 MA, 75 MA, 100 MA, 200 M.A 

Ultrasonic Generator, FCC Type Approved. 

(0 FISCHER Short Wave Diathermy Units, F.C.C. Approved. 

(CD FREE Simplified X-Ray Manual. (0 Low Votage Generators 

(0 FREE Ultrasonic Therapy Manual. (0 Low Voltage Manual 
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Give your patient that extra lift with “Beminal” Forte 817 
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Changes of address and 


new locations 


Alex, William, from Los Angeles, Calif., to 291 S. La Cienega 
Blvd., Beverly Hills, Calif. 

Baldwin, William, Jr., from 1813 Pine St., to 1901 Walnut St., 
Philadelphia 3, Pa. 

Baskin, Frank P., from Camden, N. J., to 725 S. Third St., 
Philadelphia 47, Pa. 

Belanger, Robert D., from North Branch, Mich., to 513 Garland 
St., Flint 2, Mich. 

Bergmann, Donald C., from Miami, Fla., 
Blvd., North Miami, Fla. 

Binning, Rosalyn L., from 9437 Armley Ave., to 14808 E. Whit- 
tier Blvd., Whittier, Calif. 

Brown, James Cyril, from 104 W. Columbia St., to 124 W. Co- 
lumbia St., El Monte, Calif. 

Budd, L. Linton, from Grand Rapids, Mich., 
Mich. 

Bulick, Robert P., from 119A Madison Ave., to 9 W. Locust, 
Aurora, Mo. 

Cain, Richard F., from 1302 Lincoln Ave., to 2075 Lincoln Ave., 
San Jose 25, Calif. 

Chapman, Randall J., from 418 E. Olive Ave., to 436 E. Olive 
Ave., Burbank, Calif. 

Clark, Lester L., Jr., from 2187 Thornton Ave., to 861 Lincoln 
Road, Newark, Calif. 

D’Alessandro, Louis J., PCO ’55; 78 Park Ave., East Orange, 
N. J. 

Davis, Philip B., from 418 E. Olive Ave., to 436 E. Olive Ave., 
Burbank, Calif. 

Davoll, Warren H., from 16410 S. Vermont Ave., to 14127 S. 
Vermont Ave., Gardena, Calif. 

Decker, Almeda Ann, from 1808 W. 103rd St., 
cennes Ave., Chicago 43, Ill. 

Eckbloom, George F., Jr., from 8411 La Mesa Blvd., to 7844 La 
Mesa Blvd., La Mesa, Calif. 

Edgar, Paul P., from Farmington, Mo., to Kirksville Osteo- 
pathic Hospital, 800 W. Jefferson St., Kirksville, Mo. 

Exner, Fred A. Jr., from 11926 San Bernardino Road, to 4337 
N. Peck Road, El Monte, Calif. 

Fawcett, Donald L., from Dallas, Ore., to 2313 El Cajon Blvd., 
San Diego 4, Calif. 

Frank, Julius, from 14027 S. Vermont Ave., to 14127 S. Ver- 
mont Ave., Gardena, Calif. 

Funk, Francis M., from 203 Ritz Bldg., 
Bldg., Tulsa 3, Okla. 

Goldberg, Byron W., from 1007 Eighth St., 
Des Moines 10, Iowa 

Gordon, Irving M., from Bay Village, Ohio, to 3554 Lincoln 
Way, E., Massillon, Ohio 

Greenholz, Jerome, from Brooklyn, N. Y., to 851 S. Main St., 
Farmingdale, N. Y. 

Hamilton, Herman J., from 3820 W. Magnolia Blvd., to Box 
1098, Burbank, Calif. 

Harder, Edwin T., from 8520 S. Broadway, to 1320 W. Man- 
chester Ave., Los Angeles 44, Calif. 

Ison, Francis Van, from 1393 “D” St., 
Bernardino, Calif. 

Koogler, Paul R., from St. Petersburg, Fla., to 71 S. 20th St., 
Battle Creek, Mich. 

Keighley, Dale G., from 101 Pointview Ave., to 215 Basswood 
Ave., Dayton Ohio 

Kling, Quentin Lge from 1831 State St., to 1821 State St., Bet- 
tendorf, Towa 

Krongold, Herbert M., from Los Angeles, Calif., to 20115 Van- 

urt alter, from Winnipeg, Canada, to 7 Moor. 

St. James, Man., Canada sii 


to 12404 Biscayne 


to Carson City, 


to 9858 S. Vin- 


to 1208 Mid-Continent 
to 2741 57th St., 


to 2016 “D” St., San 
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Give your patient that extra lift 
with “Beminal” Forte when high 
vitamin B and C levels are required. 


“Beminal” Forte—each capsule contains: 


Thiamine mononitrate (Bi) 25.0 mg. 
Riboflavin (Bz) 12.5 mg. 
Nicotinamide ....... 75.0 mg. 
Calc. pantothenate 10.0 mg. 
Vitamin C (ascorbic acid) 150.0 mg. 


Vitamin B.2 with intrinsic factor 
1/9 U.S.P. Unit 


Improved formula 


"BEMINAL” Forte 


VITAMIN C 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient. 


Supplied: No. 817 — Bottles of 100 and 1,000 
capsules. 


AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada © 
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Lanham, James A., from Cuyahoga Falls, Ohio, to 1653 Main 
St., Peninsula, Ohio 

Laskowsky, Robert H., from 14319 E. Ramona Blvd., to 3936 
N. Maine Ave., Baldwin Park, Calif. 

Leahy, Edward F., from 809 S. Florissant Road, to 25a S. 
Florissant Road, Ferguson 21, Mo. 

Lesko, Milan, from Garfield, N. J., to 515 E. Normal Ave., 
Kirksville, Mo. 

Lind, Carl W., from 102 N. Brand Blvd., to 119 N. Central 
Ave., Glendale 3, Calif. 

Lingenfelter, Frederick E., from Flint, Mich., to 1724 W. Michi- 
gan Ave., Saginaw, Mich. 

Littell, Charles A., from Monteagle, Tenn., to Tracy City, Tenn. 

Lynch, Russell J., from Oklahoma City, Okla., to 3010 Jim 
Miller Road, Dallas 17,.Texas 

MacGregor, P. J., Jr., from 706 J M S Bldg., to 3603 E. Jeffer- 
son Blvd., South Bend 15, Ind. 

Marsey, Charles F., Jr., from 128 S. E. 44th St., to Shields 
Medical Clinic, 126 S. E. 44th St., Oklahoma City 9, Okla. 

Marshall, Amanda C., from 766 S. Kingsley Drive, to 2348 
Fargo St., Los Angeles 39, Calif. 

Martin, Andrew J., from Fonda, Iowa, to 1215 N. Key Blvd., 
Midwest City, Okla. 

Mason, Palmer H., Jr., from Raton, N. Mex., to Oklahoma 
Osteopathic Hospital, 744 W. Ninth St., Tulsa 5, Okla. 
Maxfield, Sterling A., from 6720 W. Florissant Ave., to 7123 

W. Florissant Ave., St. Louis 20, Mo. 

Mohammed, Harry H., from Quincy, Mich., to 11 N. Washing- 
ton Ave., Battle Creek, Mich. 

Molden, Ronald S., from 1504 Lincoln St., to 7575 W. 14th 
Ave., Denver 15, Colo. 

Morris, Ralph O., from 15709 Hawthorne Blvd., to 16817 S. 
Prairie Ave., Lawndale, Calif. 

Moskow, Herbert R., from 1648 S. Fourth St., to 8847 Revere 
St., Philadelphia 15, Pa. 

Mountain, Evelyn M., from 1100 E. Orange St., to 1529 Santa 
Barbara Drive, Lancaster, Pa. 

Myers, P. Eugene, from 3100 Carlson Blvd., to 10546 San 
Pablo Ave., El Cerrito, Calif. 

Nakadate, Kakuya, from 2028 E. First St., to 3751 E. Third 
St., Los Angeles 63, Calif. 

Neame, Joseph E., from Los Angeles, Calif., to 3821 Liberty 
Blvd., South Gate, Calif. 

O’Haver, John, from 7840 Natural Bridge Road, to 1652 Cali- 
fornia Ave., St. Louis 4, Mo. 

Olini, Gilbert C., CCO ’55; 17 Pierson Place, Newark 2, N. J. 

Parisi, Elena W., from 300 Spruce St., to 1319 N. 54nd St., 
Philadelphia 31, Pa. 

Pfeiffer, Garland F., from 2349 W. Devon Ave., to 1737 W. 
Howard St., Chicago 26, III. 

Plansoen, Cornelius L., from Mount Jewett, Pa., to Troy Com- 
munity Hospital, Troy, Pa. 

Porte, Robert E., from Flint, Mich., to 4141 Huron St., North 

_ Branch, Mich. 

Randels, Charles S., from Tolleson, Ariz., to 1941 E. McDowell 
Road, Phoenix 22, Ariz. 

Rooney, Edward M., from North Olmsted, Ohio, to Brentwood 
Hospital, 4110 Warrensville Center Road, Warrensville 
Heights, Ohio 

Ruccione, Guido F., from 17Z5 Sunset Blvd., to 1027 Crenshaw 
Blvd., Los Angeles 19, Calif. 

Schaap, Charles B., from Box A, to Box 108, Orangevale, Calif. 

Schad, Calvin S., from 109 48th St., to Box 1127, Rapid City, 
S. Dak. 

Seruto, Philip, from 3810 E. Colorado St., to 3858 E. Colorado 
St., Pasadena 8, Calif. 

Shaw, George W., from Monterey Park, Calif., to 128 E. 
Broadway, San Gabriel, Calif. 

Smith, Leonard, from Langhorne, Pa., to.8 Quarry Road, Levit- 
town, Pa. 

Snider, Alan J., from Clearwater, Fla., to 2025 Indian Rocks 
Road, Largo, Fla. 

Soden, Wililam C., from Elkins Park, Pa., to 1535 Noble Road, 
Jenkintown, Pa. 

Stewart, Leslie B., from 1511 E. Michigan Ave., to Jackson Os- 
teopathic Hospital, 121 Seymour Ave., Jackson, Mich. 
Szumiak, Roland F., from Livonia, Mich., to 13610 Beech Road, 

Detroit 39, Mich. 
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comprehensive physiologic supplement 


each Kapseal contains: 


VITAMINS 


Vitamin A 1,667 Units (0.5 mg.) 
Vitamin B, mononitrate 0.67 mg. 

Ascorbic acid 33.3 mg. 
Nicotinamide 16.7 mg. 

Vitamin B, 0.67 mg. 

Vitamin Bg 0.5 mg. 


Vitamin By, with intrinsic 
factor concentrate 9.033 USP Unit (oral) 


Folic acid 0.1 mg. 
Choline bitartrate 6.67 mg. 
Pantothenic acid 


(as the sodium salt) 5 mg. 
MINERALS 


Ferrous sulfate (exsiccated) 16.7 mg. 
lodine {as potassium iodide) 0.05 mg. 
Caicium carbonate 66.7 mg. 


DIGESTIVE ENZYMES 

Taka-Diastase® 20 mg. 
Pancreatin 133.3 mg. 
PROTEIN IMPROVEMENT FACTORS 

Il-Lysine monohydrochlioride 66.7 mg. 
di-Methionine 16.7 mg. 
GONADAL HORMONES 

Methyi testosterone 1.67 mg. 
Theelin 0.167 mg. 
DOSAGE: 


One Kapseal three times daily before meals. 
Female patients should follow each 21-day course 
with a 7-day rest interval. 


PACKAGING: 


ELDEC Kapseais are available in bottles of 100. 
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in middle years... 
buttress his physiologic state 
for vigorous later life 


_ help maintain nutritional and metabolic efficiency 


mineral-vitamin-hormone supplement 


- vitamins and minerals 
to help maintain cellular function 


* enzymes to aid digestion 
* amino acids to help maintain nitrogen balance 
- steroids to stimulate anabolism 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


FLUID 
AND 
ELECTROLYTES 


New 


ond IN 
PRACTICE 


Edition 


By Harry Statland, M. D. 


Associate in Medicine, University of Kansas School of 
Medicine; Chief, Division of Internal Medicine, 
Menorah Medical Center, Kansas City, Missouri; Con- 
sultant in Medicine, Veterans Administration Hospi- 
tal, Kansas City, Missouri. 


With the publication of the NEW 2nd Edi- 
tion, this is unquestionably the most modern 
and readable text on this science available 
today. This is the book that cuts through the 
technical jargon that may be standing be- 
tween you and the use of fluid and electro- 
lyte therapy in your practice. 


This book perfectly fills the need for a 
simpler exposition of the pathophysiology 
than you will find elsewhere. The first part, 
dealing with basic principles, contains an 
excellent opening chapter that clarifies fluid 
structure in easily understood terms. Part 
Two deals with their clinical application in 
specific diseases. 


Such is the increasing importance of this 
science that the practicing physician can 
hardly afford to be without this information. 
Why not send for a copy of FLUID AND 


ELECTROLYTES IN PRACTICE under Lip- 
pincott’s 10-day guarantee of satisfaction? 


Mt Po 
Mere erfect 


New 1957 © $6.00 


PHILADELPHIA 
MONTREAL 


East Washington Square, Philadelphia 5, Pa. 
In Canada—4865 Western Avenue, Montreal 6, P. Q. 


Please enter my order and send me 
FLUID AND ELECTROLYTES IN PRACTICE 
(2nd Ed.) 


Convenient 
Monthly Payments 


JAOA—6-57 [) Payment Enclosed 


Trunk, Albert Abraham, from 2706 S. Thurman Ave., to 1932 
S. Stearns Drive, Los Angeles 35, Calif. 

Van De Linder, O. R., from Oklahoma City, Okla., to Box 407, 
Sallisaw, Okla. 

Vinson, Jack R., from Corpus Christi, Texas, to Box 237, Port- 
land, Texas 

Waddell, Roy B., from Eau Claire, Mich., to 45 N. Head Ave., 
Tallapoosa, Ga. 

Williams, Floyd S., from Scotland, S. Dak., to 7865 Merrick 
St., Dearborn, Mich. 

Winslow, E. J., from Phoenix, Ariz., to 311 Laura St., Farm- 
ington, Mo. 

Woodman, William G., from Hollywood, Calif., to 4430 Vine- 
land Ave., North Hollywood, Calif. 

Wright, Lottie E., from Wooster, Ohio, to 180 W. Irving Ave., 
Astoria, Ore. 

Zimmerman, J. Milton, from 201-11 West Monument Bldg., to 
2 Yale Ave., Dayton 6, Ohio 

Zundel, Ben F., from San Diego, Calif., to 1258 E. Broadway, 
Bostonia, Calif. 


Applications 


for membership 


CALIFORNIA 


Daughters, Harry L., (Renewal) 224 W. Central Ave., La Habra 

Kornblatt, Melvin B., (Renewal) 5006 W. Century Blvd., Len- 
nox 

Hostetter, Orrin W., (Renewal) 1613 Monterey Road, South 
Pasadena 

Rossi, Amerigo A., (Renewal) 12062 Locust St., Box 36, Nor- 
walk 


COLORADO 
Price, Everette L., (Renewal) Mesa Memorial Hospital, 10th 
& Grand, Grand Junction 
FLORIDA 
Peterson, Robert A., Jr., (Renewal) Star Route C, Fort Myers 


IOWA 


Baker, Hugh F., Wilden Osteopathic Hospital, E. 14th & Capitol 
Aves., Des Moines 16 
Seibert, John H., (Renewal) 720-22 Sixth Ave., Des Moines 9 


KANSAS 
Stees, Charles, (Renewal) 1007 W. Douglas Ave., Wichita 12 


MICHIGAN 
Baggerly, Charles E., (Renewal) Stevensville 


MISSOURI 


Reith, Aivin P., (Renewal) Hamilton 
Schmitt, Allen Dean, (Renewal) Box 251, Marionville 
Kerns, L. R., (Renewal) Box 244, Savannah 


NEW JERSEY 


Fischer, Frederick W., (Renewal) 85 W. Main St., Bergenfield 
Salerno, Alphonse, (Renewal) 613 Park Ave., East Orange 


PENNSYLVANIA 


Geuting, George H., (Renewal) 1217 Ormond Ave., Drexel Hill 
Lubin, Simon M., (Renewal) 728 W. Lehigh Ave., Philadel- 
phia 33 
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single 


sulfonamide 
specifically for 
urinary tract 
infections 


direct / effective 
“THIOSULFIL. 


Brand of sulfamethizole 


greater solubility 
means rapid 
action with 
minimum side effects 


AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 
565? 
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your patients... 


for 


yourself. 


RELIEF FROM MORNING BACKACHE* 
AND THE MOST COMFORTABLE 
NIGHT’S SLEEP YOU'VE EVER HAD 


POSTUREPEDIC® 


The first and only mat- 
tress designed in cooperation 
with leading orthopedic surgeons, 
this scientifically firm mattress has af- 
forded genuine relief from morning backache so fre- 
quently associated with too soft, sagging mattresses. 

Not just a firmer mattress, not just a mattress that’s 
been hardened up . . . the Sealy Posturepedic provides 
superior support and comfortable resiliency —regard- 
less of the sleeper’s size or weight. 


* Due to sleeping on a too-soft mattress 


_ SAVE $39 WITH THIS SPECIAL 


PROFESSIONAL DISCOUNT! 


Sealy Posturepedic for 
their own use, taking ad- 
vantage of this special offer. 

©Sealy, Inc., 1956 


Our most valued recom- 
mendation, 10,000 
doctors have purchased the 


SEALY MATTRESS CO. 
666 LAKE SHORE DRIVE, 
CHICAGO 11, ILL. 


Please send me full details on how I may obtain my Doctor’s Dis- 
count and save $39 on the purchase of a Sealy Posturepedic Mattress 
with Matching “‘Coil-on-coil’’ Foundation. 


Name 


Address. 


City. Zone. State. 
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NECTRAC 


Motorized 
Intermittent 
Traction! 


e A proven traction 
therapy technique 


@ Provides more rapid 
relief of pain 


@ Smooth, even, cyclic 
cervical traction 


Automatically con- 
trolled by patient 


Successful treatment for relief of pain resulting from 
complications in area of the cervical spine. The Nec- 
trac is inexpensive, easy to use in office, hospital or 
i Se home. Hang on door, wall or bed. Patient operated, 
aciiiaiaaiate electric motor driven. Traction easily adjusted. Also 
used for pelvic traction. Write for details! 


C A S SINCE 1895—STANDARD OF QUALITY 
DE PUY MANUFACTURING Co., Inc. 


ACETYLCARBROMAL TABLETS WARSAW, INDIANA 


® Proved safe and effective by 6 years’ 


clinical use. 


Soothes the central nervous system, 
produces calmness without hypnosis. 


Non-toxic, non-cumulative, non-ad- WIN A 


dicting, no known contraindications. 


Does not impair mental or physical PORTABLE TV SET 


function. 


Orally effective within 30 minutes 
for sustained action up to 6 hours. 


which will be displayed 
at our booth No. 68 at 
the 61st A.O.A. Conven- 


tion, Dallas, Texas. 


Economical. 


Indications: Tension, nervousness, 
anxiety and muscular spasm. 


Supplied: White round tablets 


Acetylcarbromal 5 gr. in bottles FREE NOTE BOOK 


of 100, 1000. 
for Your Clinical Notes 


INTERNATIONAL MEDICAL 
PRODUCTS, INC. 


NEW HYDE PARK, NEW YORK 


Write for samples and literature 


There's Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 


Journat A.O.A. 
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of patients. 


THE DOXIN FAMILY 


DOXINATE with DANTHRON 


The synergistic action of fecal softening and laxation permits reduced dosage of both 
Doxinate and Danthron—once-a-day dosage for soft stools gently stimulated to 
evacuation. 


DOXINATE 240 msg. 


One yellow transparent capsule once daily meets the therapeutic needs of patients 
with common constipation—and with safety, economy and convenience. 


DOXINATE 6O mg. 


One green transparent capsule once daily for older children. 


DOXINATE SOLUTION 5% 


' For infants and children under 6 years, 1 cc. or 2 cc. once daily added to formula, milk 
(s A or orange juice corrects childhood constipation without ‘‘dose dramatics.”’ 


LLOYD BROTHERS, INC., /n the Interest of Medicine Since 1870 
| Cincinnati, Ohio 
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by changing the attitude of the 
emotional dermatologic patient, 


‘Thorazine’ facilitates the management of the patient and the 
treatment of skin disorders. The patient becomes less insistent 


and frantic, and accepts her affliction philosophically. 


‘Thorazine’ does not cure skin diseases, but, 
according to Cornbleet and Barsky,! it is a 
“most useful adjuvant to dermatologic therapy” in patients 
with an emotional background of tension, 


apprehension, excitement, anxiety and agitation. 


THORAZIN E* 


*‘can be to the dermatologist what the 
anesthetist is to the surgeon.’’! 


Smith, Kline & French Laboratories, Philadelphia 


1. Cornbleet, T., and Barsky, S.: The Role of the Tranquilizing 
Drugs in Dermatology, presented at 115th Annual Meeting 
of Illinois State Medical Society, May 19, 1955. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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the sterilizing bag 
with the 


“BUILT-IN” Indicator 
A. i. 


@rat rin. 


steriLine 
BAG 


now with 


T 


INDICATOR 


The steriLine Bag, with its exclu- 
sive ‘‘built-in’” Indicator is now 
improved to give even more accu- 
rate assurance of the sterility of 


needles, syringes and small instru- ¢ 


ments. A new, more sensitive: 


Indicator has been perfected. This _ 
new Indicator is Purple in color. it | 
changes to Green only after the : 
_ proper combination of time, tem- | 


perature, and steam have been 
achieved in your autoclave. The 
new Purple indicator on the steri- 
Line Bag has several advantages: 


‘1. When it has changed to Green 
all hospital personnel will know 
that the contents of the bag - 
have been autoclaved. 


2. It will not react to temperature 
alone, either in the autoclave or, 
in storage. 

The steriLine Bag, itself, made of 

high, wet-strength paper with 

steam-proof glue insures safe,. 
sterile handling of your needles, 
syringes and small instruments. 

- Use steriLine Bags as thousands - 
of hospitals are now doing. 


send tor 
FREE SAMPLES 


and prices 


write Dept. JA-6 


ASEPTIC-THERMO 
INDICATOR COMPANY 
11471 VANOWEN STREET 
NORTH HOLLYWOOD, CALIFORNIA 
makers of STEAM-CLOX, COOK-CHEX 
and other sterilizing Indicators. 


new improved 
STERILIZATION 
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for specific protection against iron deficiency... 


Fer ” In-Sol iron in a drop for infants and children 


“A deficiency of iron is the most frequent cause of Fer-In-Sol is supplied in 15 ec. ana 


anemia in children, and the most common nutritional 


economical 50 cc. bottles with unbreak- 
able plastic ‘Safti-Dropper’ calibrated 


deficiency in children in the United States.”! for easy dosage measurement. 


Small daily doses of Fer-In-Sol “were sufficient to main- Each 0.6 cc, contains about 1 grain fer- 
tain hemoglobin values at a constant level throughout rous sulfate. A 0.3 cc. dose supplying 


the latter half of infancy ‘in all [37] full-term infants.”? 


7.5 mg. iron provides the full Recom- 
mended Daily Allowance for children 


For specific protection against iron deficiency, Fer-In-Sol up to 4 years. 
provides iron only—as ferrous sulfate—in an acidulous (1) Diamond, L. K.; Smith, N. J., and Vaughan, 


V. C., III, in Nelson, W. E.: Textbook of Pediat- 


vehicle for better absorption. It is well tolerated. And en, 


pany, 1954, p. 962. (2) Niccum, W. L.; Jackson, 


its pleasant citrus flavor makes it readily acceptable to 


young children. 


12657 


Child, 86:553, 1953. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


Journa A.O.A. 


MILLIONS OF 
ASTHMATIC ATTACKS 


have been aborted faster...more effectively... 
more economically with 


Automatically measured dosage 
and true nebulization...nothing 


to pour or measure...One in- 


halation usually gives prompt 
relief of acute or recurring 


asthmatic attacks. 


Medihaler-Epi replaces in- 
jected epinephrine in urticaria, 
edema of glottis, etc. due to 
acute food, drug or pollen re- 
actions...Each 10 cc. bottle 


SUITABLE SLIPS INTO POCKET delivers 200 inhalations. 
FOR CHILDREN, TOO OR PURSE 


IN ASTHMA PRESCRIBE EITHER 
Medihaler-EPI® riker brand epinephrine Medihaler-ISO® riker brand isoproterenol 


U.S.P. 0.5% solution in inert, nontoxic aerosol HCI 0.25% solution in inert, nontoxic aerosol 
vehicle. Each measured dose 0.12 mg. epinephrine. vehicle. Each measured dose 0.06 mg. isoproterenol. 
In 10 cc. bottle with measured-dose valve. In 10 cc. bottle with measured-dose valve. 


Note: First prescription for Medihaler medications should include the desired 
medication and Medihaler Oral Adapter (supplied with pocket-sized plastic 
carrying case for medication and Adapter). 


The Medihaler Principle 


is also available in Medihaler-Nitro™ (octyl nitrite) for the rapid relief of angina pectoris 
...and Medihaler-Phen™ (phenylephrine-hydrocortisone-neomycin) for lasting, effective 


relief of nasal congestion. 
R ikes 
LOS ANGELES 
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Brighten the day 


for the chronically fatigued, the chronically ill, the convales- 
cent, the apathetic and depressed older patient, the post- 
partum patient, the oversedated, the retarded child 


hydrochloride 


(methylphenidate hydrochloride CIBA) 


a new mild antidepressant, chemically unrelated to the 
amphetamines. Ritalin brightens outlook and renews 
vigor—counteracts drug sedative effects—often improves 
performance in the elderly. In most cases, Ritalin does 
not overstimulate, has little or no effect on appetite, blood 
pressure or pulse rate. 


Average dosage: 10 mg. b.i.d. or t.i.d. 


Supplied: TABLETs, 5 mg. (yellow), 10 mg. (light blue), 20 mg. a. ® 
(peach colored). SUMMIT, N. J. 
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